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DROWNING 


BY 


K. W. DONALD, D.S.C., M.D., D.Sc., F.R.C.P. 


Despite the great interest taken in drowning by various 
lay organizations in this country, there has been a truly 
astonishing neglect of this subject by physiologists and 
medical men. Another bathing season has begun, and 
the usual crop of drowning accidents may be expected. 
This article reviews the subject of drowning and its 
treatment, the aims being to stress the principles on 
which rational resuscitation must be based and to en- 
courage the recording.of clinical experience in this field. 

In order to understand the problems of treatment of 
drowned persons it is necessary to describe the events in 
the body of the victim which may lead to death. The 
majority of important contributions in recent years have 
been by American workers, particularly H. G. Swann 
and his colleagues (1947, 1949, 195la, 1951b, 1953). Of 
necessity, most of our information on what happens is 


derived from animal experiments. There is considerable . 


variation in the reactions of these animals and still some 
doubt about certain aspects. These will only be men- 
tioned when relevant to the problems of therapy. 


Fresh-water Drowning 


When an animal is totally immersed in fresh water 
there is an initial period of struggling and apnoea. 
From one to two minutes after submersion an involun- 
tary inspiration occurs and water is drawn into the 
lungs, usually in large quantities. In some cases glottic 
spasm will prevent the lungs being immediately flooded. 
Banting et al. (1938) have shown that local anaesthe- 
tization of the glottis will prevent such spasm and allow 


even larger quantities of water to enter the lungs. They 


also described how many animals swallowed water 
violently as apnoea became intolerable. This was often 
immediately followed by ‘vomiting and inhalation of 
water into the lungs in a series of gasps. In the experi- 
ments on dogs of Swann et al. (1947, 1949, 1951b) some 
flooding of the lungs occurred in all animals. 

When the fresh water enters the lungs there is an 
immediate and enormous absorption of this fluid into 
the circulation across the alveolo-capillary membrane. 
The amount of drowning-fluid absorbed can be esti- 
mated by the degree of haemodilution or by measuring 
the levels of blood concentration of tracer substances 
placed in the drowning-fluid before the experiment. It 
has been shown that an amount of water equivalent to 
60-150% of the blood volume can enter the circulation 
ina few minutes. The rate of dilution of blood is quite 
fantastic. Swann et al. (1951b) cite an experiment in 
which 72% of the circulating fluid was drowning-fluid 
three minutes after submersion and probably less than 
two minutes after the inhalation of water. It will be 
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apparent that the blood entering the left side of the 
heart is greatly diluted and its electrolyte concentration 
proportionately reduced. Haemodilution is inevitably 
accompanied by haemolysis, and large quantities of 
free haemoglobin appear in the plasma. Since potas- 
sium is released when erythrocytes are lysed there is a 
considerable gain in plasma potassium from this source, 
together with a rise due to severe anoxaemia. Thus 
the plasma potassium concentration is not reduced to 
the same degree as that of sodium, with the result that 
the K/Na ratio is greatly increased. This disturbance 
of electrolyte ratios is more dangerous than overall 
changes in tonicity. The coronary circulation receives 
this highly abnormal blood and the myocardium is 
exposed to serious biochemical insult as well as extreme 
anoxia. In a few minutes ventricular fibrillation begins. 
The great overloading of the circulation probably con- 
tributes to this event. It is also possible that there is 
extreme pulmonary vasoconstriction when the lungs are 
flooded, as occurs in acute and severe anaphylactic 
shock, After death from drowning the right ventricle 
is usually found distended and the left ventricle con- 
tracted and almost empty. 

Ventricular fibrillation usually occurs three to seven 
minutes after submersion (dogs) and there is an 
immediate and dramatic fall in blood pressure, and the 
absence of any effective cardiac output heralds inevit- 
able death from absolute cerebral anoxia. The time of 
onset of ventricular fibrillation does not appear to be 
closely related to the degree of haemodilution. Respir- 
atory failure, as judged by cessation of effective respir- 
atory excursions, usually occurs almost simultaneously 
with the onset of ventricular fibrillation, but sometimes 
it occurs shortly before (10-20 seconds) and sometimes 
shortly after (10-20 seconds). 

It is not so easy to obtain facts concerning the events 
in human drowning, but there is no reason to believe 
they are different. Previous literature would suggest 
that a number of human beings are drowned with dry 
lungs owing to glottic spasm, but little convincing 
evidence has been produced, particularly as it has been 
shown that animals with fatal haemodilution may show 
almost dry lungs. Lowson (1903), in a remarkable 
account of his experiences and sensations during near 
drowning, described how he “breathed in” when 
apnoea became intolerable and immediately swallowed 
the water in a large gulp. This occurred about ten 
times, and he experienced increasing relief, which he 
later attributed to the sedative effects of mounting 
carbon dioxide tensions in the body. He then became 
unconscious, but recovered on the surface and after a 
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number of breaths swam to shore, where he vomited 
copious quantities of water. He had no signs or symp- 
toms of any water in the lungs. It would appear Jikely 
that if such a victim remained submerged the reflex 
closure of the glottis would cease and water would be 
aspirated. 

Swann et al. (1951b) surmise from data reviewed that 
only one in twenty men drown in fresh water with no 
significant water in the lungs or haemodilution. There is 
also considerable species variation regarding the onset 
of ventricular fibrillation under these conditions. How- 
ever, experiments (Gordon ef al., 1954) have shown that 
ventricular fibrillation occurs in one to three minutes 
after submersion in fresh water in the larger animals 
(horses, cows, pigs), and it would appear likely that the 
human is at the same risk. Electrolyte studies of human 
victims of drowning in fresh water (Moritz, 1944) 
showed changes capable of precipitating ventricular 
fibrillation in at least half of those studied (Swann et al., 
1951b). 


Salt-Water Drowning 

In salt-water drowning the electrolyte concentration of 
the inhaled fluid is greater than that of blood. Consequently 
there is considerable movement of water from the circu- 
lating blood into the lungs, and in dogs drowning in salt 
water there is approximately a 33% haemoconcentration. 
There is, however, no haemolysis or any disturbance of the 
K/Na ratio. Ventricular fibrillation does not occur, and 
the heart action fails gradually in five to eight minutes (in 
dogs) (Swann ef al., 1947, 1951b). There is evidence that 
the haemoconcentration is not so marked in humans who 
have drowned in salt water. In acute asphyxial episodes 
where ventricular fibrillation does not occur the systolic 
blood pressure often remains high for several minutes, 
although the diastolic pressure reaches very low levels. 
Swann (195la) has shown that if the systolic blood pres- 
sure remains above a certain level (115 mm. Hg approxi- 
mately) then resuscitation by artificial respiration is almost 
certain to be successful. If, however, it drops below a 
certain level (50 mm. Hg approximately) then resuscitation 
will certainly fail (dogs). The time between the “ point 
of success” and the “point of failure” is as short as 20 
seconds in these animals. The heart failure in salt-water 
drowning is almost certainly due to prolonged and severe 
myocardial anoxia. Very occasionally victims (dogs) of 
fresh-water drowning show this type of circulatory failure. 

Apart from the movement of water into the lungs, there 
is also evidence of severe pulmonary oedema with plasma 
exudation into the alveoli in these animals in both fresh- 
and salt-water drowning. The resultant protein content of 
the lung fluids is partly responsible for the tenacious froth 
encountered in the air passages in drowning. 

The all-important question of the time relationship 
between irreversible circulatory failure and_ respiratory 
failure must be considered. It is obvious that unless respir- 
atory failure occurs before irreversible circulatory failure 
then the giving of artificial respiration will be useless in 
such cases. From Swann’s data in a small series of dogs 
it would appear that respiratory failure occurs some time 
before irreversible circulatory failure in a high proportion 
of cases. In such instances artificial respiration will be life- 
saving. However, Swann states that respiratory failure 
occurs in only one-third of cases before circulatory failure 
begins, in one-third during the onset of failure, and in one- 
third after circulation has failed. More work needs to be 
done on this important aspect. 


Pathological Appearances at Necropsy 
At necropsy of drowned persons the obstruction of 
the airways by fine persistent froth is seen only in the 
smaller airways. 


The trachea and larger bronchi may 


also contain froth, but they are not obstructed by it. When 
the lungs are held up the froth and fluid do not drain oyt 
of these smaller bronchi. The lung parenchyma contains 
very varying amounts of fluid, tending to be greater jp 


salt-water drowning for the reasons already mentioned, - 


Swann opened the chest of dogs after drowning, cannulated 
the trachea down to the bifurcation, and drained for long 
periods. In fresh-water drowning, although moderate quan- 
tities of water were usually drained off, only a few milli- 
litres of water was obtained in some cases despite great 


haemodilution. In salt-water drowning larger quantities of © 


water were obtained. It is unfortunate that figures of 
immediate drainage of water from the lungs of intact 
drowned animals have not been reported. Many patho- 
logists consider that it is most unlikely that any important 
drainage of the lungs or clearing of airways will be obtained 
under such conditions, If this is true then time spent in 
such manceuvres may only assure the death of the victim 
owing to the delay of artificial respiration. 

The stomach may contain very large amounts of the 
drowning-fluid owing to reflex swallowing, and there may 
be evidence of stomach contents in the air-passages. This 
may be due to the agonal vomiting already described or to 
the transfer of stomach contents to the respiratory passages 
by increased abdominal pressure during artificial respiration. 
As already mentioned, the right ventricle is usually found 
greatly distended and the left heart contracted. 

As in other forms of asphyxial death, small local haemor- 
rhages may be found in different parts of the body, par- 
ticularly in the central nervous system. These haemorrhages 
are usually far less marked in drowning, and, if they are 
conspicuous, asphyxia or violence before entry into the 
water must be considered. The most valuable test for 
drowning is the demonstration of difference in electrolyte 
concentration of the blood in the right and left ventricles. 
This test is now being adopted by all forensic laboratories. 
The significance of electrolyte changes in the blood after 
long periods of submersion is still in doubt, and studies 
continue on this problem. The examination of peripheral 
lung and stomach contents for water algae may be extremely 
useful in cases where the cause of death is uncertain. 


Resuscitation from Drowning: Experimental Evidence 

Schafer (1908) reported that anaesthetized dogs could not 
be resuscitated after two minutes’ submersion in fresh water. 
Cot (1932) confirmed this, but resuscitated three out of eight 
dogs after 60 to 90 seconds’ submersion. Other work has 
been done on this subject, but unfortunately the time 
relationships are not stated in the reports, which are there- 
fore of little value in this respect. Fainer et al. (1951) car- 
ried out a particularly interesting series of experiments 
which merit detailed description. He used one hundred and 
sixty dogs. Only the head was flooded with fresh water. 
Blood-pressure recordings were taken, and chest-wall move- 
ments were recorded by means of a band round the chest. 
Artificial respiration was given manually and, in some cases, 
by positive- and negative-pressure resuscitators. They de- 
scribed three stages of drowning. In the first stage, lasting 71 
seconds (mean figure), the animal struggled and the blood 
pressure rose. Stage II was heralded by the cessation of 
struggling and ended with a precipitous fall of blood pres- 
sure. This stage lasted one minute (mean figure). Stage 
III began with this fall of blood pressure and ended when it 
reached zero (duration two minutes approximately, mean 
figure). 

The first important finding was that no animal survived, 
with or without resuscitation, after the precipitous fall of 
blood pressure had occurred ; that is, just over two minutes 
(mean) after submersion. It was presumed that this fall of 
blood pressure was due to the onset of ventricular fibril- 
lation. This occurred in 70 to 160 seconds after submersion 
in 95% of 100 dogs. The findings were not so definite 
concerning the respiratory behaviour and inhalation of 
water. The published recordings show respiratory movements 
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throughout stage I, but it is well known that unanaesthetized 
animals hold their breath when first submerged and that 
rhythmic chest movements can continue with a closed 
glottis. For these reasons it is not possible to relate the 
resuscitation results to the time of inhalation of water. 

In a large series of experiments the water was released 
5 to 10 seconds after struggling ceased. At this stage the 
chest movements were usually irregular or had stopped 
altogether. The rate of survival (50 to 60%) was the same 
in dogs receiving manual resuscitation or mechanical resus- 
citation and also in those receiving no treatment at all. A 
series of experiments to determine the effect of drainage 
was also carried out 5 to 10 seconds after the cessation of 
struggling. Rapid tipping down of the head to 50 degrees 
followed by resuscitation with a 20-degree downward tilt, 
and a,20-degree tilt alone, made no significant difference to 
the survival rate. In these experiments excitement or exer- 
cise before submersion appeared to decrease the rate of 
survival. 

Dogs were also studied one minute after the cessation 
of struggling. The survival rate (10%) was identical in 
those receiving no resuscitation, in those receiving manual 
attificial respiration, and in those receiving mechanical resus- 
citation. 

Methylene blue was added to the drowning-water, and 
thus staining of the lungs, as determined after death or 
10 minutes after resuscitation, gave a crude measure of the 
amount of water aspirated. Those with little or no staining 
showed a 95% survival, those with moderate staining 46% 
survival, those with marked staining 3% survival. It 
would appear that the amount of fluid aspirated in the lungs 
determined whether death occurred or not. 

Free haemoglobin levels were also studied. In seven dogs 
which survived, the mean level of free haemoglobin in 
the serum was 0.3 g.%. In 28 dogs which died the blood 
serum showed a mean level of haemoglobin of 4.9 g.%. 
This confirmed that the degree of aspiration of water and 
its absorption was a vital factor affecting survival, or other- 
wise. 

Like Swann, these authors comment on the remarkable 
lack of free water that could be drained away in the lungs 
at necropsy. They also confirmed that larger quantities of 
water are recoverable by drainage in salt-water drowning. 

In later experiments, H. E. Swann er al. (1953) drowned 
white rats in fresh water and determined the survival rate 
at the end of the struggling phase. They used these small 
animals because they do not develop ventricular fibrillation 
as usually occurs in larger animals. Fifteen were given 
artificial respiration and 15 were untreated ; 31% survived, 
and artificial respiration had no effect on rate of survival. 
They also noted that, despite the failure to resuscitate these 
animals, the heart continued to beat slowly but strongly 
for six to eight minutes after recovery from the water. In 
all those surviving this procedure opening of the chest 
showed that the airways were clear of froth, whereas the 
fatal cases all had the trachea and bronchi blocked with 
foam and water. Again, these experiments would suggest 
that, even if irreversible circulatory failure has not occurred, 
respiration, natural or artificial, cannot give efficient pul- 
monary ventilation if considerable quantities of water have 
been aspirated. It must be remembered that these are very 
small animals and that the ventilation of larger animals is 
probably not so gravely impaired by froth and water, owing 
to the wider air passages. 

Gray (1951), judging the chance of survival by the length 
of time after submersion before terminal gasping respiratory 
movements occurred, found, not surprisingly, that one of the 
main factors in delaying the onset of irreversible changes in 
rats was the initial period of apnoea when submerged. He 
also found that immersion in very cold water (1° C.) also 
prolonged the period of probable physiological survival. 
This has been attributed to reduced oxygen demands and 
extreme vasoconstriction in non-vital areas. However, sub- 


Mersion in water above body temperature (55° C.) also had 
the same effect. 


Mueller and Malteur (1952) studied the efficacy of intra- 
muscular injections in rats during various stages of fresh- 
water drowning, by the ingenious use of fluorescein and 
hyaluronidase. Peripheral appearance of this substance 
in the cornea, pads, ears, and snout was easily appreciated. 
They used white rats, which it is now known do not develop 
ventricular fibrillation. They themselves noted that the 
heart action did not cease completely. They reported the 
effective circulation of substances injected during the 
struggling phase and during convulsive movements at the 
end of this phase. However, once anoxic apnoea had begun 
no peripheral fluorescein was seen after injection. In a 
number of cases the addition of leptazol to the injection 
given in the anoxic apnoeic phase caused the appearance 
of fluorescein at the periphery. 

No detailed study of resuscitation from salt-water drown- 
ing in animals has yet been reported. 


Clinical State after Resuscitation from Drowning 


In a careful review of medical literature only five clinical 
reports (12 cases), none from British sources, on the after- 
effects of near drowning have been found. There are no 
doubt a few others, but, considering that drowning is about 
the third commonest cause of accidental death, this is a most 
surprising finding. 

Trocmé and Lafarie (1947), Trocmé and Lebert (1949), | 
Buchtala (1950), Romagosa er al. (1950), and Haddy and Dis- 
enhouse (1954) have all reported what appeared to be mild 
pulmonary oedema, as judged clinically and radiologically, 
in persons resuscitated after submersion in salt and fresh 
water, The clinical signs of pulmonary oedema were 
remarkably mild in most cases, and some of these authors 
considered that it may well have been caused by extreme 
anoxia, respiratory obstruction, or “central” causes rather 
than by the inhalation of water. In all cases the clinical 
and radiological picture became normal in a few days. 
There is no mention of renal damage or plethora, and no 
immediate electrolyte or free haemoglobin estimations were 
reported. Haddy and Disenhouse recommend the admini- 
stration of oxygen by positive pressure and the trial of 
anti-foaming agents such as vaporized ethyl alcohol in the 
early stages. 

If a victim has flooded his lungs with fresh water and 
yet has been successfully resuscitated then it would appear 
certain that he would be suffering from plethora, haemo- 
dilution, electrolyte disturbance, and pulmonary oedema. 
Further, he would be in danger of severe renal damage from 
the presence of freely circulating haemoglobin. Substitution 
bleeding with electrolyte correction, treatment for acute 
kidney damage, and oxygen therapy for pulmonary oedema 
and lung flooding would seem to be indicated. Hypotonic 
saline and oxygen therapy may be of help in those saved 
from salt-water drowning. The almost complete absence 
of any clinical reports of patients requiring and receiving 
such treatment in the vast medical literature of to-day can 
hardly be due to a deliberate silence on this subject, and 
it is difficult to avoid the sinister interpretation that such 
syndromes probably do not exist and that the aspiration of 
any marked quantity of water into the lungs is, fatal. 


Further Problems and Considerations 


It will be apparent that there is still a great deal of 
work to be done on the problems of drowning, particularly 
in relation to resuscitation. Information is most needed 
concerning the state and resuscitability of larger animals 
after brief periods of submersion and immediately after the 
inhalation of water. The value or dangers of rapid drainage 
and the efficiency of pulmonary ventilation and blood 
oxygenation with early flooding of the lungs are not yet 
known. The dangers and degree of haemodilution, pul- 
monary oedema, and haemoglobin liberation at this early 
stage should also be investigated. The findings described 
would suggest that submersion in fresh water is far more 
lethal than in salt water, yet reliable figures are sadly 


lacking. 


157 
en 
ut 
ins 
in 
ed. 
ted 
ng 
in- 
lli- 
eat 
of 
of 
act 
ho- 
ant 
ed 
in 
tim 

the 
lay 
his 
to 
ges 
on, 
ind 
or- 
are 
the 
for 
lyte 
les. 
ies. 
fter 
lies 
ely 
ce 
not 
ter. 
ght 
has 
me 
re- 
-ar- 
nts 
and 
ter. 
ve- 
est. 
eS, 
de- 
71 
0d 
of 
A : 
age 
1 it 
ed, 
of 
ites 
of 
ril- 
ion 
rite 
of 


158 Jury 16, 1955 


DROWNING 


Britisu 
MEDICAL JouRNaL 


= 


: With regard to the instructidns given to lay persons on 
life-saving and resuscitation, it is remarkable that no men- 
tion is made of the series of events in drowning, as briefly 
detailed in this article, in either of the commonly used 
handbooks. The emergency is described almost completely 
as an asphyxial one. Those who are willing to devote 
much time to life-saving practice and are ready to risk 
their lives to this end should be better briefed concerning 


‘the simple physiological events in drowning, and particularly 


the “ awful draught” of fresh water down the trachea that 
may kill in seconds. The recommended treading of water 
while a violently struggling person “lessens his energy,” 
and the suggested holding of the nose to make a drowning 
person “ choke” and thus become more amenable, are pro- 
cedures that appear to show little insight into the almost 
certain death that attends the inhalation of large quantities 
of water. An improvement of present techniques of life- 
saving to avoid water inhalation may not be possible, but 
its critical dangers must be emphasized more. 

The great work carried out by these life-saving organiza- 
tions in encouraging the general adoption of swimming and 
life-saving instruction in schools and institutes is the true 
prophylaxis of drowning. 


Problems of Resuscitation 


The condition of the victim will be very varied. Although 
different physiological states are mentioned here to empha- 
size important points regarding resuscitation, differential 
diagnosis is usually impossible and, in any case, should not 
be attempted before artificial respiration is begun. Let us 
first consider the victim who has not inhaled water and has 
suffered from severe asphyxia and is not breathing. If 
irreversible circulatory failure (blood pressure below 
“point of failure”) has occurred then artificial respiration 
cannot succeed. However, if respiratory failure only has 
occurred then ariificial respiration may save the life of 
such a person by preventing circulatory failure and 
reinstating spontaneous ‘respiration. Only seconds may 
remain in such a case before irreversible circulatory failure 
occurs. 

It is obvious that not a second, literally not a second, 
can be wasted. Artificial respiration of some sort must be 
started as the victim is landed, even at the risk of other 
injuries. No time should be wasted in clearing the air- 
ways, loosening clothes even at the neck, feeling the pulse, 
listening for the heart action, draining of the lungs, or 
selecting of suitable slope so that the head is down. If 
another person is available then he can clear any material 
from the mouth and check the tongue position, but such 
manceuvres must not interfere with unremitting artificial 
respiration. If an operator is alone he can adjust the head 
and check the airway between cycles. It is no good creat- 
ing a perfect airway while the myocardium is failing gom- 
pletely from lack of oxygen. Even a small amount of air 
in the first few seconds may accomplish what pure oxygen 
and large pulmonary ventilation may fail to do 10 to 20 
seconds later. 

Detailed clinical examination before at least 15 minutes’ 
efficient artificial respiration has been carried out may well 
be a lethal procedure, and it is possible that a person with 
medical knowledge may even constitute a threat in this 
respect. If the victim has irreversible circulatory failure 
then nothing has been lost by delaying the diagnosis. If 
he has only respiratory failure then prompt and continued 
artificial respiration may save his life. 

Before proceeding to further details of treatment let us 
consider the state of victims who have inhaled water. Again 
there will be the victims with irreversible circulatory failure 
due either to ventricular fibrillation (fresh water) or to 
anoxic myocardial failure (salt water); these cannot be 
saved by artificial respiration, There will be those who 
are in respiratory failure without circulatery failure. Those 
from fresh water have probably less than a minute before 
the fatal event of ventricular fibrillation, and although such 
people may occasionally be snatched from the jaws of death 


it must be a very rare event. Nevertheless, it emphasizes 
that some chest movement should be initiated almost as 
the victim is brought out of the water. In salt-water drowp- 
ing, where only respiratory failure has occurred, there may 
be a longer period before circulatory death occurs in some 
cases, but in animal experiments this period can be very 
short indeed. 


The Holger Nielsen Method 


The Holger Nielsen back-pressure—arm-lift method of 
artificial respiration is now officially recommended by al] 
organizations. The victim is in the prone position with the 
head to one side, and this usually ensures a good airway. It 
is a “ push-pull” method, and not only is pressure applied 
to the upper chest to induce expiration but the arms are 
also lifted to induce inspiration. The advantages of this 
method are not only the increased efficiency of pulmonary 
ventilation but also the lack of pressure on the abdomen 
with the risk of further inhalation of regurgitated water, 
There are even more vigorous and effective “ push-pull” 
methods, such as the hip-lifting technique, which, although 
hard work, can be maintained for several minutes, during 
which the issue is usually decided one way or the other. 
Medical men and persons who may be called upon to carry 
out resuscitation should know these more vigorous methods 
of artificial respiration. Those interested in artificial respir- 
ation should consult the special issue of the Journal of 
Applied Physiology (December, 1951) devoted to research 
in this subject. 

The efficacy of drainage is now regarded as most un- 
certain, although more studies are necessary in salt-water 
drowning, and, in any case, the overriding consideration is 
the need for immediate starting of artificial respiration. 
No time must therefore be wasted on this procedure. 
Artificial respiration itself may help to clear the passages 
of water more effectively than mere gravity. It is humbling 
to those who consider applied physiology to be in an 
advanced, stage to know that, although a number of modern 
first-aid manuals still recommend drainage before artificial 
respiration, Dr. Jackson wrote in 1746: “The practice of 
hanging by the heels is not only useless but must also 
contribute to destroy those remains of life which may 
possibly be lost,” and added, “a single moment often deter- 
mines between a state of death and life.” 

The extreme urgency of the situation makes it unwise 
to think in terms of rocking stretchers, oxygen therapy, or 
“ stimulating ” injections. Manual ventilation is as efficient 
as any portable mechanical apparatus, and even though the 
apparatus may be brought to the subject it is distracting, 
and the issue is being decided already. Oxygen therapy is 
invaluable, but it is again rarely available in the first few 
minutes, However, it should always be given as soon as 
possible, provided the preparation of the apparatus and its 
application does not in any way interfere with unremitting 
artificial respiration. The firm and continued application 
of a mask to a person receiving artificial respiration by the 
Holger Nielsen method is difficult, as the head is slightly 
lifted with each pull manceuvre. The commonly used masks 
have been recently modified by the Wolverhampton and 
Birmingham Fire and Ambulance Services, and the general 
manufacture of such masks is now under way. 

The covering of the victim and the use of hot-water 
bottles are procedures which are unlikely to have any effect 
on the issue of life and death. Extreme cold should 
theoretically allow a person to survive anoxia for longer 
periods, but in our present state of knowledge one can do 
no more than recommend sensible nursing practices under 
these conditions, provided they in no way interfere with 
continuous artificial respiration. 

The medical man may arrive after a few minutes’ artifi- 
cial respiration has been carried out, and those present will 
look to him desperately for expert advice and treatment. 
He must not stop artificial respiration to examine the chest 
unless it has continued for at least fifteen minutes. If the 
heart has failed but is not fibrillating then the only tenuous 
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hope of resuscitation lies in further artificial respiration. 
If the heart action is still present then continued artificial 
respiration is a desperate necessity. 

If ventricular fibrillation is present this can only be 
guessed at, and an injection of procaine would be useless 
without a functioning circulation. It could be given intra- 
yenously to a victim of fresh-water drowning to prevent its 
onset, but this is hardly feasible in practice. Again, if 
yentricular fibrillation is thought to have just begun it may 
be possible to save a person’s life by cardiac massage, 
although the institution of successful cardiac massage in 
the few minutes before irreversible cerebral damage has 
occurred is unlikely ever to be seen in practice. 


Other Problems : 


There is another danger that may, oddly enough, arise 
from 2 medical man’s considerable experience in anaes- 
thesia. He may be accustomed to dealing with patients 
who are anaesthetized and have been breathing high per- 
centages of oxygen. Under these conditions, where the 
respiratory centre is often already depressed by the anaes- 
thetic, respiration may cease and yet there is no risk of 
circulatory failure for a number of minutes. Further, such 
patients can be almost pulseless and yet continue to breathe 
over considerable periods and not be in great danger. As 
a result of this he may forget that in the case of drowned 
persons with gross anoxia both respiratory and irreversible 
circulatory failure ride together and only seconds may divide 
respiratory failure and death. 

Lastly, the medical man will be consulted on how long 
artificial respiration should continue in a drowned person 
who is not responding in any way. It is known that small 
animals which are going to recever will almost always do 
so within 60 to 120 seconds of the initiation of artificial 
respiration, although recovery after five minutes has been 
reported. Let us suppose that the subject is examined after 
15 minutes’ artificial respiration and that the doctor can 
find no evidence of heart action or spontaneous respiration. 
He will consider it almost certain, provided his observa- 
tions are correct, that the victim is dead, as the brain cannot 
survive more than five minutes’ circulatory stasis. Even 
cardiac massage would be in vain. Yet the layman is 
suspicious of the medical man in these matters, and has a 
lore of his own concerning the “ bringing back to life” 
after hours of patient labour. Experts consider that such 
cases, even if “ substantiated,” were almost certainly due 
to the return of consciousness and not of respiration, acute 
hysteria, or “playing possum” by the would-be suicide. 
Yet experts are fallible, and they themselves support the 
continuance of artificial respiration for at least half an hour, 
and usually much longer. 

Knowledge is limited, and reliable clinical observations 
are not easy under these conditions. It would be too 
onerous a responsibility to place a time limit on the resus- 
citation of drowned persons in general terms, and the 
decision on how long artificial respiration should be con- 
tinued must rest with those present on each occasion. - As 
a general rule it should continue for at least an hour. There 
may not be such miracles, but it is wrong to deny the possi- 
bility of one and resist the perhaps hopeless but admirable 
desire to turn tragedy into triumph. It should, however, 
be emphasized again and again that it is in the first few 
seconds after the body has been recovered that prompt 
action may save life. : 


Care During Recovery 
Reliable documentation of this stage is sparse, and per- 
sonal experience inevitably very limited. The signs of 
tecovery are usually self-evident ; spontaneous respiration 
is often preceded by a gasp and the colour of the patient 
may suddenly improve. A slight movement of the patient 


may be noted. The operator must try to co-ordinate the 
timing of his movements with those of the patient's respira- 
tion, continuing for some time after respiration has been 


re-established. If respiration appears effective, then only 
the “ pull” movement of the arms need be continued. Even 
after artificial respiration has been discontinued the patient 
should be carefully observed in case of a recurrence of 
respiratory failure. The giving of oxygen after artificial 
respiration has been discontinued is not without its dangers 
(Donald and Paton, 1955), and, although the patient may be 
a good colour, the respiratory excursions, degree of ventila- 
tion, and circulatory state should be watched most carefully. 

All authorities emphasize the dangers of excessive stimu- 
lation (massage, heat) or change in posture during this early 
stage of recovery. If, however, the patient’s condition is 
good then he should be placed on his side. The work of 
respiration is very great in the prone position, as the body 
weight is lifted with each inspiration. 

The dangers of.regurgitation and aspiration of swallowed 
water and stomach contents while unconscious are familiar 
to medically qualified persons, but this can occur. very 
silently and should be carefully watched for. The turning 
of the patient on to his side and not his back is again of 
value in this respect. 

Care must also be taken in the giving of stimulants by 
mouth, and it must be made certain that the patient has 
an efficient swallowing reflex. 

All patients should be moved to a hospital as soon 
as possible. They should be handled with great care, as 
severe secondary shock has been described (reliable refer- 
ences not found) in a number of instances. It is difficult 
to suggest how this should be combated under first-aid 
conditions. In salt-water drowning the giving of “ plenty 
of fluid,” usually recommended, would appear to be 
rational, but in fresh-water drowning fhis may well be 
dangerous, 


Conclusions 

When a drowned person is rescued artificial respir- 
ation must be begun at the risk of other injuries as soon 
as he is taken from the water. The necessity of begin- 
ning artificial respiration at once and continuing it 
without interruption for at least 15 minutes cannot be 
overemphasized. AJ! other procedures and consider- 
ations, such as postural drainage, examination of the 
patient, administration of oxygen or drugs, must be con- 
sidered secondary and be implemented only if they in 
no way interfere with immediate, efficient, and unremit- 
ting artificial respiration. The airway must of course 
be watched, but this should be considered after artificial 
respiration has been started. Elaborate procedures of 
any sort that delay artificial respiration will gravely 
threaten the chance of survival. Usually a medical man 
arrives on the scene after the issue has been decided. He 
must never stop the administration, of artificial respir- 
ation to examine the patient in the first 15 minutes 
unless obvious recovery has occurred. 

The main contribution that the medical profession can 
make to this problem is the initiation of more active 
research into the physiology of drowning and the 
efficacy of various methods of resuscitation. The pub- 
lication of any observations made on persons resus- 
citated from drowning who have been studied and 
treated by medical men would also be of great value. 


I wish to thank Surgeon Commander J. W. L. Crosfill, R.N., 
who has made his wide knowledge of the problems of drowning 
freely available to me during the preparation of this article. 
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BEHAVIOUR OF CHIMPANZEE- 
AVIRULENT POLIOMYELITIS VIRUSES 
IN EXPERIMENTALLY INFECTED 
HUMAN VOLUNTEERS* 


BY 


ALBERT B. SABIN, M.D. 
(From the Children’s Hospital Research Foundation, 
University of Cincinnati College of Medicine, Cincinnati, 
Ohio) 


Poliomyelitis is generally more severe in adults than in 
very young children. Any methéd of immunization must 
avoid the possibility of creating a large adult population 
without resistance to paralytic poliomyelitis. Natural 
inapparent infection in early childhood, the process by 
which the vast majority of the world population acquires 
immunity to poliomyelitis, is known to provide lifelong 
protection. The remarkable observations of Paul et al. 
(1951) on Eskimos indicate that even in the absence of 
reinfection the body continues to produce specific anti- 
bodies for as long as 40 years after exposure to the virus. 
Natural infection with poliomyelitis viruses thus seems 
to provide the body with a “built-in” booster 
mechanism. 

Studies on experimentally produced and naturally 
occurring attenuated strains of poliomyelitis virus are 
designed to provide information which would indicate 
whether or not the natural process of immunization can 
be duplicated without incurring the varying risk of 
paralysis encountered in nature. The first exploratory 
qualitative experiments on human beings were per- 
formed by Koprowski et al. (1952, 1954, 1955) with a 
rodent-adapted Type 2 poliomyelitis virus of diminished 
virulence for monkeys. In 1953, utilizing tissue culture 
techniques, we succeeded in segregating from highly 
virulent strains of each of the three immunological types 
of poliomyelitis virus, variants which are avirulent for 
monkeys by the intracerebral, oral, and parenteral 
routes (Sabin et al., 1954). Further studies showed that 
these strains possessed a varying and limited capacity for 
producing paralysis after direct injection into the spinal 
cord of monkeys, but similar inoculations into the spinal 
cord of chimpanzees produced neither paralysis nor 

*Aided by a grant from the National Foundation for Infantile 
Paralysis. resented at the 68th annual meeting of the Associa- 
tion of American ny May 3, 1955, Atlantic City, NJ. 


This article originally sprsared in the American Journal of the 
Medical Sciences, vol. 230, July, 1955, and is published with the 


permission of the publishers, Lea and Febiger, and with the per- 
mission of the editor, Dr. Richard A. Kern. 


lesions. Yet when these strains were fed to chimpanzees 
they produced clinically inapparent immunogenic alj- 
mentary infections, unassociated with the viraemig 
which is so regularly encountered in infections with 
virulent viruses (Sabin, 1954, 1955a, 1955b). 


The purpose of. the present study was to determine 


by quantitative methods the comparative behaviour in 


human beings of the same culture fluids which had 
been extensively studied for a period of 18 months jn 
monkeys and chimpanzees. The volunteers, 21-30-year- 
old inmates of a Federal reformatory, were selected on 
the basis of previous tests which showed that they lacked 
demonstrable antibody for one or more types of polio- 
myelitis virus. The three types of virus in the form of 
monkey kidney tissue culture fluid were administered in 
doses of 0.001, 0.1, 0.5, or 1 ml. in a teaspoonful of 
milk to 26 men—8 men for the Type 1 virus, and 9 each 
for Types 2 and 3. Four men who on initial testing had 
no demonstrable antibody for any of the three types 
were inoculated intramuscularly with the Type 3 virus— 
two with 0.001 ml. and two with 0.1 ml. Quantitative 
tests for virus were performed at frequent intervals on 
the stools and blood and on swabs from the mouth and 
tongue, and from the posterior pharyngeal wall. Anti- 
bodies were determined quantitatively over a period of 
three months. 


Results 


The results of this study, which will be reported in de‘ail 
elsewhere, may be summarized as follows: 

1. Human beings are more susceptible than chimpanzees 
to infection by the oral route. The smallest dose used— 
that is, 0.001 ml. of culture fluid containing 10** to 10°° 
TCD of virus—sufficed to produce an immunogenic ali- 
mentary infection in the volunteers (Table I). 


TaBLe I.—Comparative Susceptibility of Human and Chimpanzee 
Alimentary Tracts to Infection with Chimpanzee-avirulent 
Poliomyelitis Viruses 


Type Dose | No. Infected 


and Strain | 
of Virus | ml. | Humans Chimpanzees 
1 0-5 1072 2/2 4/5 
“Mah.” 0-1 10°-5 3/3 
KP33) 0001 =| 1045 33 1/3 
2 1-0 107-2 3/3 5/8 
YSK, 0-1 108.2 3/3 1/3 
KPS! 0-001 104-2 1/1* 0/2 
3 | 1-0 | 107-4 3/3 5/5 
Leon, 0-1 10°-4 3/3 pia 
KP34 0-001 104-4 3/3 0/3 


* Two other volunteers who had irregularly Cemonstrable traces of Type 2 
antibody showed no evidence of infection after ingestion of this dose of virus 


2. There was no multiplication in the mouth and tongue, 
nor was virus present there except in traces on rare 
occasions, even when it was recovered from the throat in 
amounts as high as 10°° TCDso per swab (Fig. 1). 


3. Whether or not the virus localized and multiplied in 
the throat was determined by the dose that was swallowed. 


TaBLe I1.—Jnfluence of Amount of Poliomyelitis Virus Swallowed 
on Localization of Infection in Throat of Human Volunteers 


No. of Individuals with Virus in Throat or Stools 5 Days 
or Longer after Swallowing Indicated Amount (ml.) of 
of Culture Fluid 
Throat Stools 
| O1 | 0-001 | 05-10 | 0-1 0-001 
1 2/2 | «2/3 | 03 2/2 3/3 2/3 
2 3/3 3/3 0/1 3/3 3/3 1/1 
3 3/3 2/3 | (0/3 3/3 3/3 3/3 
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It occurred in all who ingested 10’* to 10°° TCDso, in 7 of 9 
receiving 10°° to 10*°° TCDso, and in none of those who 
swallowed 10°* to 10°° TCDs0, although infection of the 
lower alimentary tract, evidenced by continued excretion of 


virus in the faeces, was demonstrated in all 
latter group (Table II, Fig. 2). 

4. There is suggestive evidence of virus 
multiplication as early as 24 hours after 
ingestion. The duration of virus excretion 
in the stools was as short as 7 to 10 days, 
and as long as 12 weeks. The largest 
amounts of virus, as high as 10° to 10° 
TCD:0 per gramme of faeces, were excreted 
by the Type 1 group (Figs. 1 and 2). 

5. Despite the extensive multiplication of 
these viruses somewhere in the alimentary 
tract, none was detected in the blood of 
any volunteer, and the infections were en- 
tirely asymptomatic. This makes one 
wonder whether the viraemia and minor 
illnesses encountered in intimate associates 
of clinically diagnosed cases of poliomyelitis 
may not be due to multiplication of the 
virulent viruses in special cells or tissues 
which are not affected by the chimpanzee- 
avirulent strains. 

6. The Type 3 virus failed to produce an 
immunogenic infection after intramuscular 
injection, except in one individual in whom 
some of the virus quickly localized in the 
lower alimentary tract (but not in the throat) 
and was excreted in the faeces in amounts 
of 10° to 10° TCDs0 per gramme from the 
Sth to the 28th days (Table III). This 
localization in the alimentary tract after 
intramuscular injection was not observed 
in chimpanzees inoculated with attenuated 
strains. 

7. The antibody response (Figs. 3, 4, and 
5) was of a higher order in the volunteers 
with extensive multiplication of virus in the 
throat than in those who exhibited little or 
no multiplication in the throat (Figs. 1 and 
2). This finding suggests that a more highly 
immunogenic, and perhaps more localized, 
infection could be produced by simply 


but one of the 


9. Observations on four volunteers with low levels of 
naturally acquired antibody prior to ingestion of large 
amounts of virus indicated that the multiplication of virus 
which occurred in their alimentary tract did not lead to an 
accelerated appearance of antibody such as is observed 
after the intramuscular injection of minute amounts of pre- 


0.5 ML-10"* TCDso 0.001 ML-10** TCDso 
10° 10% 
10! ™ 10'4 10'4 
2 MOUTH THROAT 
DAYS-01 5710 14 21 28 42 56 OF 57D 14 2 28 42 56 S7TIO4 2 26°42 56 


Fic. 1.—Type 


1 chimpanzee-avirulent poliomyelitis virus in human volunteers. 


Propagation of ingested virus in mouth, throat, and lower alimentary: tract. 
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g 10%) SHUL 
104 
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Fic. 2.—Type 3 chimpanzee-avirulent poliomyelitis virus in human volunteers. 
Extent of propagation in throat and lower alimentary tract. (a) Effect of dose on 
localization in throat. (b) Effect of propagation in throat on antibody response. 


swabbing the throat with virus, and experiments on this 


mode of infection are now in progress. 


8. In several volunteers who ingested the Type 3 virus, the 
antibody dropped to very low or undetectable levels in a 
few weeks, despite the fact that extensive viral multiplication 


had occurred in their lower alimentary tract 


(Fig. 5). 


Taste IIl.—Comparative Effect of Chimpanzee-avirulent Type 3 
Poliomyelitis Virus (Leon, KP34) by Oral and Intramuscular 


Routes 
Antibody 
Dose Volun- Before Virus Result 
Route |——— 
0. mteric | Anti- 
ml TCD59 2 3 Infection; body 
Oral 0-1 10%.4 1 + 0 + 
2 0 + 
3 0 + 0 + + 
0-001 | 104-4 4 + + 0 re rn 
5 0 0 + ~ 
6 + 0 + 
Intra- | O-1 10-4 7 0 + 
muscular 8 0 0 0 0 0 
0-001 | 104-4 9 0 0 0 0 0 
10* 0 0 Trace 0 + 
Accel- 
erated 
booster 
* This volunteer had only a trace of irregularly demonstrable antibody for 
Type 3 and none for Types | and 2 prior to inoculation of virus. 


formed antigen. The ultimate rise in antibody occurred at 
about the same time as in human beings or chimpanzees 
with a primary infection. In two volunteers with only traces 
of antibody, the ingestion of 10°* TCDso of virus was 
followed neither by alimentary infection nor by a rise in 
antibody, suggesting that immune individuals may not be 
reinfected when the dose of virus is not excessive. 


Discussion 


Studies of the genetic aspects and of the mutational 
patterns of the characters relating to virulence of the polio- 
myelitis viruses indicated that intracerebral virulence for 
monkeys and paralytogenic activity for monkeys by extra- 
neural routes and for chimpanzees by the spinal route are 
determined by distinct genetic factors (Sabin, 1955b). Since 
chimpanzees are not available in sufficiently large numbers 
to permit extensive spinal tests for the appearance of poten- 
tially dangerous mutants in the human alimentary tract, 
intracerebral tests in monkeys with original stool extracts 
and stool cultures were carried out to provide an index of 
mutability of a given strain. These tests showed that the 
Type 3 virus came out as avirulent as it went in, while the 
Type 1 and Type 2 viruses yielded a certain proportion of 
virus particles with increased virulence for the brain-stem 
neurones of monkeys. It is noteworthy, however, that a 
study of such mutants derived from the chimpanzee and 
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human alimentary tracts revealed that they were not para- 
lytogenic after extraneural inoculation in monkeys or after 
direct spinal inoculation in chimpanzees. 

Similar studies are now in progress with naturally occur- 
ring monkey intracerebrally avirulent Types 1, 2, and 3 
strains recovered from healthy children, to determine their 
relative immunogenic and mutagenic properties. When such 
comparative studies have indicated the best strains to use it 
will be possible to determine whether or not the optimum 
attenuated poliomyelitis viruses, either as a drop of culture 
fluid in a teaspoonful of milk or simply swabbed on the 
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WEEKS AFTER SINGLE FEEDING 


Fic. 3.—Type 1 poliomyelitis virus in human volunteers. Neutral- 
izing antibody after single feeding. 
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Fic. 4.—Type 2 poliomyelitis virus in human volunteers. Neutral- 
izing antibody after single feeding. 
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Fic. 5.—Type 3 poliomyelitis virus in human volunteers. Neutral- 
izing antibody after single feeding. 


throat, can be employed for primary immunization or for 
the production of an infection type of immunity in indj- 
viduals temporarily protected by maternal antibody or non- 
infective vaccines. 


Summary 

Strains of each of the three types of poliomyelitis 
virus, which were experimentally segregated in monkey 
kidney tissue culture and shown to be avirulent for 
monkeys by intracerebral and extraneural routes and 
for chimpanzees even after inoculation into the grey 
matter of the spinal cord, were administered to 30 human 
volunteers. These men were 21 to 30 years old and 
possessed no demonstrable antibody for the polio- 
myelitis viruses they received. Twenty-six men received 
Types 1, 2, or 3 virus in doses varying from 0.001 to 
1 mi. in a teaspoonful of milk by mouth. The others 
who were without antibody for all three types received 
the Type 3 virus intramuscularly. There was no virus 
multiplication in the mouth or anterior portion of the 
tongue. With the larger doses the viruses multiplied in 
the throat as well as in the lower alimentary tract, while 
after ingestion of the smaller doses no virus was found 
in the throat even when it continued to be excreted in 
the faeces for four to six weeks. The smallest amount, 
0.001 ml. containing approximately 10,000 tissue-culture 
doses of virus, initiated an immunogenic alimentary 
infection in all human volunteers. 

These data indicated that the human alimentary tract 
is more readily infected than that of chimpanzees, 
Chimpanzees are more readily infected by mouth 
than monkeys, while the reverse obtains for the nervous 
system—monkeys being much more susceptible than 
chimpanzees. No viraemia was found in any of the 
volunteers, and there was no evidence even of minor 
illness. Amounts of Type 3 virus which readily pro- 
duced infection after ingestion failed to do so after intra- 
muscular injection except in one man, in whom the virus 
localized in the lower alimeniary tract. The antibody 
response, which occurred in varying degree in different 
men, was of a higher order in those with extensive viral 
multiplication in the throat. No harmful mutants were 
found after multiplication in the alimentary tract. 
Similar studies are now in progress with naturally occur- 
ring, intracerebrally avirulent Types 1, 2, and 3 polio- 
myelitis viruses which were recovered from healthy 
children who had no contact with clinical cases of polio- 
myelitis. Studies on immunization of larger numbers of 
human beings are being postponed until comparative 
studies have indicated the best attenuated strains to use 
for this purpose. 


Drs. Anton J. F. Schwarz and Victoria Drouhet rendered valu- 
able technica! assistance in this work during the period of their 
training in this laboratory. Thanks are also due to Dr. Thomas P. 
Hackett, Surgeon (R), U.S.P.H.S., Chief Medical Officer of the 
Federal Reformatory at Chillicothe, Ohio, for his help in the 
clinical observations on the volunteers, and to all volunteers whose 
fine co-operation made this study possible. 
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Cerebral palsy is a descriptive term applied to a group 
of motor disorders of young children, in whom full 
function of one or more limbs is prevented by paresis, 
involuntary movement, or incoordination. Tacit agree- 
ment has been reached that progressive diseases and 
those characterized by transient motor disturbances 
should be excluded as well as those primarily the result 
of spinal cord lesions. Unfortunately the many different 
classifications of the various forms of cerebral palsy that 
are in use lead to great confusion, and free interchange 
of ideas between different workers is impeded at a time 
when increasing attention to handicapped children gives 
some promise of real advances in management. 

There is a need for a standard terminology and for a 
classification which can be employed successfully by all 
those engaged in the treatment of affected children. 
The present article presents a neurological classification 
which we have found useful and compares it to a 
number of older and contemporary classifications. 


Terminology 

Much unnecessary confusion has been caused in the 
past by the inaccurate use of neurological terms to de- 
scribe the manifestations of cerebral palsy in childhood. 
Descriptive terms which refer to clearly defined features 
of neurological diseases in the adult patient have been 
applied indiscriminately to a variety of unrelated features 
of cerebral palsy in the child. For example, the term 
“ athetosis ” was originally used to describe slow writh- 
ing involuntary movements of the distal parts of the 
limbs, and especially the digits, which were frequently 
found in association with hemiplegia (Hammond, 1881 ; 
Gowers, 1876). The term is still used to describe a 
specific form of involuntary movement in adult neuro- 


TasBLe I.—Classification of Cases of Cerebral Palsy in Childhood 


Neurological Diagnosis Distribution Severity 
Hemiplegi ight Mild 
Moderately severe 
Severe 
Double hemiplegia Mild 
Moderately severe 
Paraplegic Mild 
Dystonic Triplegic Moderately severe 
Rigid or spastic Tetraplegic Severe 
Ataxic diplegia Mild 
Spastic Triplegic Moderately severe 
ith contracture Tetraplegic Severe 
Ataxia: 
ly | Mild 
Vestibular unila Moderately severe 
f Bilateral Severe 
Bystont Monoplegic Mild 
joreoid Hemiplegic Moderately severe 
Athetoid Triplegic Severe 
Tension Tetraplegic 
Tremor 
Other types 


logy, but in cerebral palsy it may denote a great variety 
of dissimilar types of involuntary movements (Phelps, 
1940, 1941; Asher and Schonell, 1950). To avoid such 
confusions of terminology we use descriptive neuro- 
logical terms strictly in the sense in which they are used 
in adult neurology. 


The Suggested Classification 
This classification (Table I) was evolved during 


research into the prevalence and aetiology of cerebral © 


palsy (Ingram, 1955a). It has also been used sucessfully 
in an advisory clinic supported by the Scottish Council 
for the Welfare of Spastics. It is based on an earlier 
neurological classification suggested by Freud, with 
modifications to bring it into line with more recent 
knowledge and to allow for the classification of cases 
by the severity and extent of their motor handicaps. 

The various categories in our classification are con- 
sidered in detail in the following text. 


Hemiplegia 

Hemiplegia is a unilateral paresis, usually associated with 
some spasticity and flexion contracture of the limbs. The 
upper limb is more severely affected than the lower. In 
most cases arising in early infancy, or from prenatal dis- 
orders, growth is retarded in the affected limbs, so that 
these are shorter and thinner. Vasomotor disturbances may 
occur, but are not parallel in severity to the dwarfing. 
Athetosis of the fingers and toes is a frequent finding, but 
even though the clinical picture may show some resemblance 
to unilateral dyskinesia we have not classified these cases 
in the latter group, as they clearly belong to the hemiplegic 
category. Sensory disturbances in the affected limbs are 
common ; in certain cases an associated hemianopia may 
be demonstrated. It is inconvenient, however, to include 
sensory disorders in classification, though some account of 
them is possible in the assessment of the-degree of dis- 
ability. 

In classification the side affected should be noted, as the 
disability tends to be greater if the master hand is involved, 
and there is a significantly higher prevalence of aphasia 
and speech disorders in right hemiplegia than in left. 
Severity is assessed by residual function. Mild cases are 
those able to use the affected hand independently for every- 
day activities; moderately severe cases are those able to 
use the affected hand to assist in bimanual activities ; severe 
cases retain no useful function in the affected hand. It is 
unnecessary to consider the lower limb in assessing these 
cases, Athetosis and contracture are reflected in the classi- 


. fication by severity. 


Double Hemiplegia 


These patients show tetraplegic paralysis, greater in the 
arms than the legs, and there is usually moderate or severe 
flexion contracture and spastic increase in tone. Most 
are mentally defective and epileptic: They are further 
handicapped by dysphagia, severe dysarthria, and recurrent 
respiratory infections. A few of the less severely handi- 
capped show slight athetosis. 

It is necessary to separate this group from that of hemi- 
plegia, as the disability exceeds the summation of two hemi- 
plegic disorders : moreover, it appears likely that the 
majority are of prenatal origin and will eventually occupy 
a distinct aetiological group. Separation from the group 
of diplegic paresis is necessary because of the greater bulbar 
involvement and the greater disability in the arms. It will 
also be shown that the early history of patients with diplegia 
is often distinctive. 

All cases are severely disabled: mildly affected cases 
retain some use of the arms ; moderately severe cases have 
some use of the legs; and severe cases retain no proper 
use of their limbs, being bedridden and helpless. 
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Cerebral Diplegia 

_ The term “ diplegia” was introduced by Freud (1893) as 
a collective description of certain forms of more or less 
symmetrical paralysis. The term is not well derived and 
has been criticized on this account (Evans, 1948). It has 
the advantage that it does not simply enumerate the num- 
ber of limbs affected, and therefore is not merely a topo- 
graphical designation. It describes paraplegic, triplegic, 
and tetraplegic patients whose clinical features differ in 
degree and not in kind. There is need for a term that will 
do this, and “ diplegia” has the backing of historical pre- 
cedence for its use. The modern controversy over this 
usage dates from the conception of triplegia and tetra- 
plegia as being examples of double hemiplegias (McNutt, 
1885; Osler, 1889; Gowers, 1888). Most authors, even at 
that time, however, distinguished between paraplegia and 
double hemiplegia, and in modern work there has been a 
similar tendency to group patients with triplegic and tetra- 
plegic paresis together in one category, and those without 
involvement of the upper limbs in another. 

We have used the term diplegia to describe a more or 
less symmetrical paresis of cerebral origin, more severe in 
the lower limbs than the upper, and dating from birth or 
shortly afterwards. Fine movements of both the fingers and 
the toes are invariably impaired. The legs and pelvis are 
underdeveloped. Mental defect, epilepsy, and strabismus 
are often present, but bulbar paresis is rarely severe. 

Approximately 40% of patients with congenital diplegia 
are born prematurely and the majority have a history of 
perinatal anoxia. 

Several stages in the development of diplegia may be 
recognized (Ingram, 1955b). These proceed in a fixed order, 
but the duration of each stage varies from patient to patient, 
and the development of the condition may stop short of 
the final picture. In the first few weeks the child is often 
thought to be normal, but there is already marked poverty 
of movement and generalized hypotonia. This is usually 
noted by the parents when the disorder is severe, but may 
be ascribed to the premature birth by the medical attendant. 
After weeks or months the next stage begins. Sudden 
changes of position, or even sudden alarm, produce a force- 
ful hyperextension of the back and head, so that the body, 
momentarily only, assumes a position of opisthotonos. This 
dystonic movement is most readily produced by sudden 
extension of the head. When unusually frequent, these 
attacks may be regarded as fits, and this confusion is 
legitimate, in that there often appears to be momentary 
impairment of consciousness. 

After a variable period the stage of dystonia is succeeded 
by the development of rigidity and later by spasticity. At 


first a persistent increase of extensor tonus is noted; the 


limbs tend to assume stiff postures in extension and the 
righting reflexes are exaggerated. Deep reflexes are difficult 
to elicit; the plantar responses are flexor or infantile in 
type. At this stage the condition may therefore be 
described as a generalized rigidity without exaggeration of 
the reflexes. Further progression may cease at this stage. 
Usually, however, a spastic increase of tone gradually 
appears, and with it a tendency to assume flexor positions. 
The reflexes are now increased and the plantar responses 
are extensor. . 

Approximately 40% of a recent unselected series of 
children of school age with diplegia gave a history which 
indicated that there had been a period of hypotonia, and 
in approximately 50% a history of dystonia was elicited. 
Occasional cases are found in which dystonia persists until 
the age of 4 or 5 years, and these children are all severely 
affected. It is much commoner to find patients showing 
predominant rigidity in some limbs (those more severely 
affected), and spasticity in others (those less severely affected 
and capable of more mature motor activity). The picture 
of generalized spasticity with flexion contractures in all 
limbs must be regarded as the final result of diplegic 
paresis. 


Since the stages of diplegia appear to be well defineg in 
many patients, it is desirable to note the state of the 
development of the condition at the time of classification, 
though in many patients the subgroup will change as time 
elapses. It is also necessary to classify patients according 
to the extent and severity of their functional impairment in 
everyday life. They are therefore placed into groups of 
paraplegia, triplegia, and tetraplegia. Severity is best 
assessed by the efficiency in walking, since hand skills 
parallel the disability in the legs in the majority of patients 
Mild cases are those whose gait is clumsy rather than dis- 
abled ; moderately severe cases are those with an obviously 
impaired gait, including those who are unable to run: 
severe cases are those who can walk only with the aid of 
some support. 


Ataxic Diplegia 


Cases of ataxic diplegia have been described in the 
literature, originally under the name of diataxia (Ramsay 
Hunt, 1918), and reports of this condition have been re- 
viewed by Kinnier Wilson (1940). All four limbs are jn- 
volved neurologically, though the legs are always more 
severely affected and there may be relative sparing of one 
upper limb. Spastic increase of tone is present, but hypo- 
tonia may be demonstrated in some muscle groups, and 
rarely may be the chief finding. The gait is ataxic on a 
wide base ; adductor spasm is always absent. The ataxia 
appears to be of cerebellar type clinically, but because of 
the severe paresis it is frequently impossible to assess its 
importance in causing functional impairment. These 
patients do not pass through a- dystonic stage, so that they 
may be distinguished from diplegic patients by their history 
and clinical findings, and from ataxic patients by the pres- 
ence of bilateral spastic paralysis. 

A family history of neurological disorders, such as 
epilepsy, mental defect, or ataxic diplegia, is often present, 
and a history of perinatal anoxia is less frequent than in 
diplegic patients. 

Mild cases are those without significant functional loss, 
though they are clearly affected and known to be clumsy; 
moderately severe cases have some limitation of normal 
activities ; severe cases are those who need to be helped in 
all but the simplest everyday activities. It is useful, in 
classification, to note whether the muscles are predomin- 
antly hypotonic or spastic. 


Ataxia 


Patients in this category show incoordination of move- 
ment and impaired balance as their presenting clinical 
features. The ataxia may be symmetrical or chiefly uni- 
lateral. Mild cases have no significant loss of function, 
though they are recognized to be abnormally clumsy; 
moderately severe cases suffer some limitation of normal 
activity ; severe cases require help in all but the simplest 
everyday activities. 


Dyskinesia 


Involuntary movements occur in a number of forms of 
cerebral palsy. Athetosis may be present in hemiplegic 
limbs, or in limbs showing the presence of spastic increase 
of tone in diplegia or ataxic diplegia. Choreoid movements 
may also occur occasionally in hemiplegia, and dystonia 
occurs for a time in about 50% of diplegic patients. ; 

There is a group of patients, however, in whom similar 
involuntary movements occur, apparently without being 
associated with hemiplegia, diplegia, or diplegia with 
ataxia. To this group we have given the collective descrip- 
tive term “ dyskinesia,” after Perlstein (1952). It must at 
once be admitted that the group lacks the definition of the 
others, and the criteria are, in part, negative. The sub- 
groups of dyskinesia are those suggested by Perlstein. 
Dystonic movements are those involving the trunk as well 
as the limbs so that walking is impossible in most cases. 
Choreoid movements involve the proximal limb muscles 


( 
“4 t 
I 
F 
a 
i 
0 
0 
tl 
fe 
B 
pi 
to 
fe 
se 
of 
di: 
an 
ce’ 
‘ th 
wi 
fee 
dit 
on 
ata 
pat 
anc 
do 
> fica 
of | 
Att 
dia 
Her 
| 188: 
| pro’ 
| imp 
bral 
| logi 
| dror 
wor! 
the 
mati 
phys 
defo 
cerel 
are | 
to r 
prop 
It pi 
did | 
and | 
recog 


16, 1955 


CEREBRAL PALSY IN CHILDHOOD 


165 


more than the distal and are of such force that the limb is 
thrown from the trunk and balance is seriously disturbed. 
Athetoid movements involve chiefly the fingers and toes, 
put in severe cases they may spread to the wrist, forearm, 
and elbow. They are slow and writhing, they disappear 
at rest, and are accentuated by voluntary activity. Sudden 
involuntary variations of muscle tone may accompany any 
of the above disorders of motion. The whole limb stiffens 
during attempted movements and bizarre postures are 
assumed for short periods. 

Opinions differ concerning the origin and nature of this 
disturbance. It has been suggested that it is an acquired 
adaptation to the disorder of motion—an attempt to steady 
the proximal parts of the limbs so that fine distal move- 
ments can be performed (Phelps, 1941). It seems more 
robable, however, that this variation of tone is involuntary, 
and that it is due to the sudden release of subcortically 
integrated postural reflex; it occurs most typically as a 
sudden involuntary extension of the limb during choreoid 
or dystonic movement. 

By suitable combinations of these descriptive terms the 
various types of involuntary movement encountered in cases 
of cerebral palsy can be described with some accuracy, 
though it should be emphasized that usually more than one 
form of disorder of movement is found, It is exceptional 
to find patients with simple athetosis or simple chorea. 
Because of this, it is more convenient in practice to place 
patients suffering from dyskinesia in subgroups according 
to the distribution of their disorder before considering the 
forms of involuntary movement which they show. The 
severity of the condition is gauged as for ataxic patients. 


Other Categories 


Few cases fall outside the categories described, and most 
of these are known to be the result of specific post-natal 
diseases. We have jncluded post-encephalitic syndromes 
and a few patients with arthromyodysplasia with associated 
cerebral palsy. Accurate symptomatological description of 
these cases is sufficient to ensure that there is no confusion 
when series are compared. 

Occasional patients with cerebral palsy proper show 
features of more than one category. Thus a child with 
diplegia may have an associated hemiplegic dwarfing of 
one upper limb, or a child may show a combination of 
ataxia and hemiplegia following birth injury. These 
patients may usually be classified by their major disturb- 
ances, but the associated condition must be noted. They 
do not occur often enough to disturb the system of classi- 
fication. 

Previous Classification 


The first attempts. at classification of the various forms 
of cerebral palsy were on the basis of presumed pathology. 
Attempts were made to define clinical pictures which were 
diagnostic of particular cerebral lesions (Cazauvieilh, 1827 ; 
Henoch, 1842; Cruveilhier, 1862 ; Cotard, 1868 ; Striimpell, 
1884; Jendrassik and Marie, 1885; Brissaud, 1886). These 
proved unsuccessful, for even with modern techniques it is 
impossible to obtain an accurate picture of underlying cere- 
bral pathology in the living child, and many different patho- 
logical pictures may be associated with similar clinical syn- 
dromes (Freud, 1897). . 

Aetiological classification may be said to date from the 
work of Little (1862), the very title of whose paper, “ On 
the influence of abnormal parturition, difficult labour, pre- 
mature birth, and asphyxia neonatorum on the mental and 
physical condition of the child, especially in relation to 
deformities,” implies an interpretation of the causes of 
cerebral palsy. An aetiological classification in which cases 
are classified according to whether their disorders appeared 
to result from prenatal, natal, or post-natal factors was 


Proposed by Sachs (1891) and Sachs and Hausman (1926). 


It proved unsatisfactory because similar clinical disorders 
did not necessarily result from similar aetiological factors 
and multiple contributory causes of cerebral palsy were often 


recognized. 


Freud looked forward to the day when it would be 
possible to make a comprehensive classification on the basis 
of pathology, aetiology, and clinical findings. He con- 
sidered that until clinical syndromes could be defined in 
these terms classification by neurological syndromes was 
the most satisfactory method possible. He stressed that 
categories should be defined to emphasize the points of 
clinical similarity between cases, but he noted that this 
meant that many important and interesting but less signi- 
ficant clinical features might have to be ignored in classifi- 
cation. He proposed that patients showing predominantly 
unilateral disorders should be distinguished from those with 
bilateral cerebral palsy, and for the latter he coined th 
collective descriptive term “cerebral diplegia.” In this 


_ category were included cases with paraplegic, triplegic, or 


tetraplegic paresis in which the lower limbs were more 
severely affected than the upper, cases of double hemiplegia, 
and cases showing involuntary movements ‘as their present- 
ing feature. He emphasized that advances in knowledge 
might necessitate the addition of other categories and a 
rearrangement of those which he had proposed. 


Modern Classifications 
The classification of Freud was in general use until the 


- modern world-wide interest in the therapy of children with 


cerebral palsy arose. Attempts were then made to classify 
patients on the basis of clinical features most cogent to 
the therapist (Phelps, 1941; Hellebrandt, 1950-1). This 
type of classification attempts to define categories in terms 


of single clinical features, such as rigidity or spasticity 


(Table IT. 


TaeBLe II.—Classifications Used for Some Recent Published Series 
of Cases of Cerebral Palsy 4 


Ineram Asher and | Evans Hellebrandt 
(1955a) | Schonell (1950) (1948) (1950-1) 
Hemiplegia: Spastic paralysis:| Monoplegia | Spastic: 
Right Symmetrical Hemiplegia A. Aspastic 
Left quadriplegia} Spastic B. Spastic: (1) Mono- 
Double Asymmetrical | paraplegia plegia; (2) hemi- 
hemiplegia quadriplegia! or Plegia; (3) paraple- 
quadriple- oF triplegia ; 
‘araplegic emiplegia gia quadriplegia 
Triplegic Others Flaccid C. Basilar 
Tetraplegic Athetosis quadriple- | Athetosis: 
Ataxic diplegia:| Mixed spastic gia A. Tension 
Triplegic and athetoid Athetoid B. Non-tension 
Tetraplegic Ataxia Chorea C. Dystonic 
Ataxia: Flaccid cerebral | Ataxia D. Fiail 
Bilateral - palsy Mixed types E. Arm-neck 
Chiefly — Tremor and F. 
unilateral rigidity G. Shudder 
Dyskinesia: H. Hemi-athetoid 
Monoplegic | _ I. Cerebellar release 
Hemiplegic J. Rotary 
Triplegic K. Emotional release 
Tetraplegic L. Tremor 
Other types M. Unclassified : (1) 
paraplegia ; (2) quad- 
riplegia; (3) mono- 
Plegia ; (4) recovered 
} Rigidity: 
A. Intermittent 
B. Continuous 
C. Miscellaneous: (1) 
plegia; tiplesia; 
P ; plegia; 
(4) quadriplegia 
remor: 
A. Intention 
| B. Constant 
| Ataxia: 
A. Cerebellar 
B. 8th nerve 


| 
| 


Exception may be taken, however, to the fact that single 
clinical features, which are shared by a number of forms 
of cerebral palsy, are used to define categories. Thus in 
the category of rigidity will be found cases with stiffness 
of the limbs due to arthromyo-dysplasia associated with 
cerebral palsy, cases with rigidity due to increased extensor 
hypertonus, rigidity due to contracture, and rigidity of the 
Parkinsonian type. A patient with diplegia may have to 
be repeatedly reclassified as he passes through the stages 
of hypotonia, dystonia, and rigidity and spasticity. 

Nevertheless this classification was evolved as a result of 
long experience in the treatment of affected children, and 
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many of the clinical descriptions are of great value. It fails 
as a scheme for general use because classification must be 
something more than a guide to therapy. It must emphasize 
useful distinctions between different forms of cerebral palsy, 
and this cannot be done by reference to a single scheme 
of therapy. 

To meet some of these objections, further classifications 
have been proposed. In one of the most successful of these, 
cases are classified in parallel under the headings of clinical 
findings, distribution, muscle tone, severity, and probable 
aetiology (Perlstein, 1952). That author's claim that it per- 
mits the accurate description of almost every case of cere- 
bral palsy appears justified, but the distinctions between 
different forms of cerebral palsy are not all valid. For 
example, under the topographical heading appear subgroups 
for both quadriplegia and bilateral hemiplegia, which is not 
a topographical distinction. There is no suitable category 
in which diplegic patients showing tetraplegic rigidity may 
be placed. These are minor criticisms, however, compared 
with the more important one that the informality of the’ 
system may encourage different interpretations by different 
workers. This classification is unlikely to facilitate com- 
parison between clinics in respect of either the case material 
studied or the results of treatment of the various forms 
of cerebral palsy. 


Comparison with other Contemporary Classifications 

The present scheme is compared with other contemporary 
classifications in Tables II and III. In Table II three current 
classifications are listed against the present scheme to show 
the differences in terminology. We suggest that the present 
classification is sufficiently detailed to be used as a basis 
for future research into aetiology, pathology, and prognosis, 


TasLe IIIl.—Comparison of Recent Published Series of Cases of 
Cerebral Palsy in Terms of the Proposed New Classification 


Asher and 
Ingram Evans Hellebrandt 
Category | (1948) | (1950-1) 

| 29% | | 24% 

Tyre not stated) m | | 

Paraplegia 14% 26% 10%, 

Triplegia 11% 5° | | 

Tetraplegia .. 13% 
Ataxic diplegia .. 6% J | 
Ataxia... oe ™ 1% 3% 8% 
Dyskinesia 10% 40% 2% 

Mixed forms 6°, | 4, | 
Total casesreported | 208 349 115 | 531 


that it contains no misleading groupings, and that it will 
simplify analysis for the numerous non-medical] auxiliaries 
engaged in the management of patients with cerebral palsy. 

Comparison of different series is easier if published 
reports are reclassified in terms of the present scheme (Table 
Il). Real differences between the types of case seen at 
different clinics are shown clearly. The series collected at a 
screening clinic for a residential school (Evans, 1948) con- 
tains an excess of cases of dyskinesia and a deficit of hemi- 
plegic disorders compared with the unselected series (Ingram, 
1955a, Asher and Schonell, 1950). Comparison of the fre- 
quency of diplegia, double hemiplegia, and ataxic diplegia 
is more difficult, but an attempt has been made in Table III 
after careful study of the other classifications. Systematic 
groups which could not be separated are shown joined by 
brackets overlapping the groups concerned. It is possible, 
by this means, to obtain a rough estimate of the frequency, 
in other series, of the groups in the present scheme, and 
with a little more information it would be possible to make 
a complete comparison. We suggest, therefore, that the 
present scheme, based on neurological syndromes, could be 
used by other workers without discarding the further sub- 
divisions which they have found useful for their own thera- 


peutic programme. In particular, we suggest that some of 


the terms introduced by Phelps (1943) to describe 
forms of dyskinesia are useful to the physiotherapist, and 
that they can be used without disturbing the new scheme we 


have proposed. 
Summary 


A standard simplified terminology and classification 
of cases of cerebral palsy would facilitate comparison of 
the work done at different centres, and facilitate 
exchange of information between workers with different 


points of view. 

A classification which has been ‘found useful for 
research purposes and for routine clinical practice js 
described. It is based on well-defined neurological syn- 
dromes and permits more accurate description of cases 
than other classifications which are based on presumed 
pathology, aetiology, or single clinical features. 

This classfication has not been influenced by any 
therapeutic programme. It may therefore be recom- 
mended to those medical auxiliaries whose approach to 
patients is different from that of the surgeon or physio- 
therapist, whose chief concern is to give the patient some 
means of locomotion. 


We are grateful to the staff of the Scottish Council for the 
Care of Spastics for their interest and help in the development 
of our classification of cerebral palsy. In particular, we wish to 
thank Dr. J. M. Naughton and Professor R. W. B. Ellis for their 
thoughtful criticisms and encouragement in the formulation of 
the classification and in the preparation of this paper. 
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The World Health Organization has published its fifth 
year book of Annual Epidemiological and Vital Statistics 
(Geneva, price £2 10s.). The series is a continuation of 
the annual epidemiological reports published by the Health 
Organization of the League of Nations during 1922-38. The 
current volume deals with the year 1952, and its two main 
parts refer respectively to statistics of causes of death, and 
the cases of and deaths from communicable diseases. Special 
tables are included showing deaths from tuberculosis and 
malignant neoplasm according to site, sex, and age. Deaths 
of children under 5 from diseases prevalent in that age group 
are classified according to age and sex. Statistics are not 
available for the causes of death for the greater part of the 
world’s population: countries with the medical and admini- 
strative resources to organize returns are in the minority. 
The notification of diseases is even less complete. W.H.O. 
is struggling to obtain a greater accuracy in all epidemio- 
logical data so that health activities in underdeveloped 
countries may be as profitably directed as possible. 
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RADIOGRAPHIC USE OF LEAD 
E.D.T.A. IN MAN 


BY 


N. SAPEIKA, M.D., Ph.D. 


(From the Department of Physiology and Pharmacology, 
University of Capetown) 


The water-soluble chelated compound lead ethylene- 
diamine tetra-acetic acid (lead E.D.T.A. complex) has 
been shown experimentally to have value as a contrast 
medium for oral and parenteral administration (Sapeika, 
1954, 1955a). The results from numerous studies in 
the laboratory indicated that the complex would very 
likely be of practical value for radiographic purposes in 
human subjects, since dense shadows could be obtained 
and intravenous injection produced no _ untoward 
pharmacological effects in doses satisfactory for 
pyelography ; larger doses than those required for radio- 
graphy produced a transitory fall of blood pressure. 
Lead calcium E.D.T.A. and bismuth E.D.T.A. are not so 
satisfactory (Sapeika, 1955b). The present report deals 
with investigations in man with the lead disodium 
E.D.T.A. complex (“ sequestrol-lead NA2”). 


Lead E.D.T.A. is a white odourless powder which is 
very soluble in water, and, being un-ionized, does not 
give the usual chemical reactions of ionized lead. The 
metal is so firmly bound by the organic chelating agent 
that it cannot be precipitated by the common precipita- 
ting agents. The solution is clear, stable to light and 
heat, not unpleasant to taste, and not irritating in high 
concentration. The pH of a 50% solution is 8.0. In 
vitro it did not produce haemolysis of human or rabbit 
red blood cells, and on injection into rabbits it pro- 
duced no change in coagulation time. The compound 
did not inhibit penicillin in vitro ; it is not itself bacterio- 
static. 

Present Investigation 


By Mouth 

The lead complex was incorporated in a thick mucilage 
of starch (20%), 1 g. in each gramme of mucilage. Five 
grammes was swallowed on five occasions by three normal 
adults. No gastro-intestinal or other disturbances occurred. 
The stools, however, became black, and remained so for a 
few days before returning to normal colour. 

Radiographs of the oesophagus of one subject are shown 
in Fig. | and demonstrate the satisfactory density of the 
contrast medium. 


By Intravenous Injection 


The lead complex was administered in 50% concentra- 
tion in sterile (Seitz-filtered) aqueous solution, three to five 
minutes being taken for the injection. Radiographs of the 
urinary system were then taken at intervals of a few minutes 
in patients whose fluid intake had been previously restricted 
for the investigation. 

Case 1.—A woman, aged 72, with carcinoma of the uterus 
with infiltration of the right ureter and metastases in the 
lungs was injected with 15 ml. of the solution. It produced 
no disturbance other than slight discomfort at the site of 
the injection. Shadows of the kidneys were evident at 
three minutes and still present at twenty-seven minutes. The 
left calices and ureter were well demonstrated. In Fig. 2 
a radiograph taken at six minutes is shown. 

Case 2.—A girl aged 9 with rheumatic heart disease and 
cardiac failure had 9 ml. of the solution injected ; the only 
complaint was of temporary discomfort proximally along 
the line of the vein during the injection. The renal shadows 


were evident at three minutes, at maximal density at fifteen 
minutes, and had disappeared at forty minutes. The results 
obtained with 18 ml. of injection of diodone (35%) intra- 
venously five days later were not superior. 

Case 3.—A woman aged 65 with carcinoma of the stomach 
and pyloric obstruction had 18 ml. of the solution injected. 
There was very slight temporary discomfort at the site of 
injection. Shadows of the kidneys were demonstrable in 
three minutes and were still present at the end of one 
hour. In Fig. 3 a radiograph taken at twenty minutes is 
shown. 

Case 4.—A man aged 41, whose diagnosis was not clearly 
established, was admitted to hospital with signs of tetanus 
and treated on this basis, but he also had features com- 
patible with a diagnosis of acute nephritis (oedema, raised 
blood urea, hypertension, oliguria, albuminuria, casts). In 
view of a tuberculous thoracic vertebra, sodium amino- 
salicylate and isoniazid were given and intravenous pyelo- 
graphy was performed to exclude renal tuberculosis. A 
large dose (27 ml. of solution) was injected intravenously. 
Shadows of the kidneys were demonstrable in three minutes 
and were still present at the end of three hours. The patient 
complained of abdominal discomfort about twenty minutes 
after the injection. Some hours later his temperature rose 
and he passed dark urine, but after a few hours the tem- 

erature and urine returned to normal. Examination of 
the blood and urine indicated an intravascular haemolysis ; 
there was no porphyrin in the urine, 


In the Nasal Sinuses 


Lead E.D.T.A. in sterile 0.9% sodium chloride solution 
was used in adult subjects with no evidence of nasal disease. 
The concentrations studied were 5%, 7.5%, 17.5%, and 
20%. After preliminary inspection of the nasal cavities a 
control erect occipito-mental radiograph was taken in each 
subject. The sinuses were then filled by displacement in 
Parkinson’s lateral low head position, using 10 to 20 ml. 
of the solution. A radiograph was taken in the recumbent 
occipito-mental position ; the subject was then brought up- 
right, and erect occipito-mental and lateral views were 
taken. 


Discussion 


It has been demonstrated that lead E.D.T.A. complex 
can be used as a contrast medium for certain purposes in 
man. 

The good homogeneous gastro-intestinal shadows ob- 
served in the experimental animal after oral administration 
of the complex and the disadvantages of barium sulphate 
suspensions in man have previously been considered. In 


Fic. 1.—Radiographs of normal oesophagus after ingestion of 
lead E.D.T.A. 
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Fic. 2 
Fic. 2.—Case 1. Radiograph showing the kidneys and the left calices and ureter, six minutes after 


intravenous injection of 15 ml. cf lead complex 50% solution. 


Fic. 3.—Case 3. Radiograph 


haemoglobinuria have been 
observed after the injection of 
100 ml. of 25° saline (Heffter 
1927). This patient had been 
receiving isoniazid for a few 
days and sodium aminosalicy- 
late for two days before the 
intravenous pyelography, and 
continued to receive these 
drugs subsequently; both these 
drugs can produce febrile ang 
urinary disturbances. How. 
ever, the appearance of an 
icteric tinge of the sclerotics 
eight days after the originaj 
episode led to the discovery 
of raised serum bilirubin and 
punctate basophilia, with al- 
bumin and urobilin in the 
urine but no porphyrins, Ex- 
amination of Case 2, other- 
wise showing no untoward 
effects on the tenth day after 
Fic. 3 her injection, then revealed 
the presence of punctate baso- 
philia, which, however, was no 


showing both kidneys and renal pelves twenty minutes after injection of 18 ml. of lead complex longer present two days later. 


50% solution. 


the present investigation satisfactory shadows of the oeso- 
phagus have been obtained in man with small amounts of 
the complex (used as “lead swallows”). Caution will be 
necessary with the administration of large quantities of lead 
E.D.T.A. in view of the appearance of black discoloration 
of the stools, presumably from the formation of lead sul- 
phide, The complex must undergo some enzymatic change 
in the gastro-intestinal tract, which may militate against its 
use in large amounts as a “ lead meal”; this needs investi- 
gation. There is a possible use for the lead complex orally 
in infants, and as a lead enema. The dose taken orally did 
not cause irritation of the gastro-intestinal tract. 

The use of lead E.D.T.A. to illustrate deglutition and the 
oesophagus has thus been demonstrated. With regard to 
the change undergone by the complex more distally in the 
alimentary canal, it is of interest that iron ethylenedi- 
amine tetra-acetic acid (ferric sodium versenate) also 
appears to be split in the gastro-intestinal tract, to release 
ionized iron, and that some iron is absorbed by the usual 
gastro-intestinal mechanism whieh maintains normal iron 
balance (Will and Vilter, 1954). The stools became greenish 
black in colour when large doses were taken, indicating the 
formation of an iron sulphide and also that at least some of 
the ferric sodium versenate is split, as the versene complex 
will not react with sulphides. Lead forms a more stable 
chelated complex than does iron, so that relatively less 
might be split off in the intestine and should absorption 
of lead ions occur control is possible : the patient could 
concurrently receive the chelating agent itself as calcium 
E.D.T.A., which is being used as an antidote in the treat- 
ment of acute and chronic lead-poisoning to bind the metal 
and cause its excretion as the non-ionizable complex. In 
animals large doses of lead E.D.T.A. orally did not cause 
untoward effects. 

The intravascular injection of organic iodine prepara- 
tions currently in use is apt to be followed by sensitivity 
reactions in a small percentage of patients. In animals 
the intravenous injection of the lead complex produced 
striking pictures of the urinary system without serious 
effects. In one patient (Case 4) with delayed renal excre- 
tion the intravenous injection of a large dose of lead 
E.D.T.A. (13.5 g. in 50% solution) caused temporary acute 
haemolysis, with apparent recovery. Since the metal is 
stated to be firmly bound (chelated) in the complex, the 
effect was presumed to be due to osmotic changes produced 
by the concentrated solution (Sollmann, 1948), It is of 
interest that in apparently healthy subjects haemolysis and 


Case 1 showed no punctate 

basophilia during eight days 
after the injection. Possibly some lead ions are set free in 
the blood, as it was accepted that there was no free lead 
in the preparation used. 

The lead complex intravenously, perhaps with calcium 
E.D.T.A., provides some alternative to iodine compounds 
for urography. A practical point is that, unlike iodides, 
lead E.D.T.A. does not give a reaction with the ortho- 
tolidine test for blood. The lead complex did not produce 
a diuresis, This is interesting, since reports of patients 
treated with calcium E.D.T.A. for lead-poisoning—for ex- 
ample, Giles et al. (1955)—suggested that there was a 
diuresis associated with the elimination of lead. The intra- 
venous studies show how rapidly the complex is carried 
through the circulation apparently unaltered, and excreted 
almost entirely by the kidneys. This is in keeping with 
the findings of Foreman and Trujillo (1954), who showed 
that, in human beings, labelied calcium E.D.T.A. is rapidly 
and almost entirely eliminated by glomerular filtration and 
tubular excretion. Subcutaneous injection in rats showed 
that absorption of the lead complex occurs rapidly enough 
for urography without ill effects in the doses used (Sapeika, 
1954). It remains to be demonstrated whether this method 
of administration, possibly with the aid of hyaluronidase, is 
of value in infants. 

In the nasal sinuses, shadows of good density have been 
obtained. The 20%, solution used in the present investiga- 
tion did not cause any immediate irritation or late reaction. 

Many other uses for this contrast medium will require 
examination. The possibility of untoward effects occurring 
with large doses or in the presence of certain disease states, 
or when other drugs are being concurrently administered, 
should be borne in mind. 


Summary 


Lead E.D.T.A. complex has been used in man for 
radiographic purposes. Dense shadows can be obtained 
with its local use, for example, in the oesophagus and 
the nasal sinuses ; and for intravenous pyelography also 
it is a possible alternative contrast medium to organic 
iodine compounds. Certain disadvantages of large 
doses are discussed. 

This investigation would not have been possible without the 


co-operation of the following colleagues, to whom grateful 
acknowledgment is made: Dr. K. Gunn; Dr. C. Merskey and 
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Dr. L. Werbeloff; and Dr. M. Glass and Dr. J. N. Jacobson. 
Mr. J. A. Currie and Professor F, Forman gave permission for 
the intravenous studies. Expenses were partly defrayed from the 
c. L. Herman Research Fund. The Geigy Company Limited, 
Rhodes, Middleton, Manchester, kindly supplied the “* sequestrol- 
jead complex NA2.” 
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PEPTIC ULCER IN GENERAL 
PRACTICE 


BY 
DAVID I. FINER, M.R.C.S., L.R.C.P. 


AND 


JOHN FRY, M.D., F.R.C.S. 
General Practitioners 


Peptic ulcer is very common in our present generation. 
Its incidence has increased rapidly and is still increasing 
(Alsted, 1953). It is a disorder, or more probably a 
group of disorders, with many problems. The causes 
are uncertain, the course is unpredictable, and the results 
of treatment are far from satisfactory. In addition its 
importance arises from the high morbidity rate and not 
inconsiderable mortality. This morbidity, because it 
affects primarily the working man between 30 and 60, 
is of economic importance in respect of loss of work- 
time. 

Much has been written on this subject over the years, 
and most of the reports and. papers have been based on 
hospital figures. Accurate and numerous as these figures 
are, it is possible that they may not present a correct 
picture of the disease because they include only cases 
referred for a consultant’s advice and help. The referral 
rates of ulcer patients to hospital depend on a number 
of factors for which due allowance must be made and 
which vary in different parts of the country. Thus, 
where general practitioners have full facilities for radio- 
logical and pathological investigations the referral rates 
will be lower than in the “closed diagnostic” areas. 
Again, there is a natural tendency for more severe cases 
to find their way to hospital, the milder forms of the 
disease remaining under the sole care of the family 
doctor. In addition the rate will depend on the general 
practitioner himself ; some practitioners may feel that 
all cases of ulcer should be seen by a consultant, whilst 
others refer only those they consider may require 
surgical treatment. 

It is probable, therefore, that, as in other chronic 
diseases, we in general practice may observe a more 
accurate, if smaller, picture of the disorder as a whole. 
Because we live in the midst of our patients we are able 


‘to keep a close check on the course of the illness, 


including loss of work-time, personal suffering, and the 
effects on the whole family group. Another of our 
advantages is that if we have adequate records available 
we can easily carry out a lengthy follow-up of our ulcer 


patients over many years and by this means try to 
elucidate more accurately the natural history of this 
group of conditions. 

It has been felt, therefore, that some useful purpose 
may be served by noting the incidence, morbidity, and 
response to treatment of peptic ulcer in two general 
practices with almost 10,000 patients at risk. 


Methods of Study \ 


For the purposes of this work, records from two separate 
and adjacent practices in a South-east London residential 


’ suburb have been examined. These two practices are almost 


of identical size and pattern, and deal with the same type 
of population, of whom the majority belong to social classes 
Il, Ill, and IV. Our patients’ occupations are varied, but 
the majority are employed in clerical and industrial duties 
locally or in central London. There is no evidence of any 
real poverty or of any excess of prosperity. 

The study is a retrospective one, and is based on records 
which have been kept in almost identical fashion over the 
period of the study. These records are able to show: (1) all 
the peptic ulcer cases in our practices ; (2) all attendances 
over a period of two and a half years, and their purpose ; 
and (3) periods of incapacity for work. 

It is necessary to note our criteria for diagnosis of peptic 
ulcer. We have made the diagnosis only if there has been 


evidence of a positive radiological report plus a history of . 


ulcer-dyspepsia. Most cases have been diagnosed by us 
personally, but in some we have relied on old medical 
reports, provided that these contained positive radiological 
records or confirmation at operation. We have tried to be 
particularly careful in excluding any doubtful cases. 

Peptic ulcer is a chronic disorder, and a long period is 
necessary in order that an accurate picture may be obtained. 
We have therefore confined our main studies to cases which 
had been diagnosed five or more years previously, giving us 
a five-year-plus follow-up. 


Incidence 


To arrive at absolute figures is difficult, as one is bound 
to miss some cases of short duration and with minimal 
symptoms. It is possible that, relying as we have on strict 
criteria of diagnosis, our total incidence may be a little lower 
than is actually the case. Table.I shows the incidence of 
peptic ulcer on July 1, 1954, and Table II that of cases with 
a history of five or more years. : 


TaBLe I.—Incidence of Peptic Ulcer on July 1, 1954 


Male Female Total 
Gastric ulcer a ta 29 16 33} 177 
Duodenal ulcer .. 108 24 132 


TaBLeE II.—Incidence of Peptic Ulcer with a 5-Year-Plus History 


Male Female Total 
Gastric ulcer 23 8 95 124 
Duodenal ulcer .. oe 79 14 93 


There were 9,975 patients at risk on July 1, 1954, giving 
an incidence rate of 17.7 per 1,000. This compares with a 
London rate of 15.3 per 1,000 as reported by Stacks (1949). 
Doll et al. (1951), in a study of 6,000 London factory 
employees aged between 14 and 65, found an incidence of 
56 per 1,000; our corresponding rate is 30 per 1,000. 


Age at First Diagnosis 


It is of little value to note simply the age incidence of 
these patients at the present time, for some have had a 
longer history than others. An attempt has therefore been 
made to ascertain the age at which the clinical diagnosis 
was first conclusively made. Table III shows this age at 
first diagnosis in all our peptic ulcer patients. This has 
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TasLe IlIl.—Age at First Diagnosis 


ith Gastric Ulcer Duodenal Ulcer 
_ Male | Female | Total Male | Female | Total 
20-29 1 1 21 2 23 
30-39 4 2 6 34 9 43 
40-49 8 5 13 35 7 42 
50-59 10 1 il 14 4 18 
60-69 5 7 12 3 2 5 
70+ 1 1 2 1 1 
Total .. 29 16 45 108 24 132 


obvious fallacies. There is always a variable delay before 
a diagnosis is made. In addition the time factor was based 
on the first recorded evidence of a positive x-ray examina- 
tion, and this did not always coincide with the date of the 
first symptom. The peak of onset of duodenal ulcer is be- 
tween 30 and 50, whereas in gastric ulcer there is no definite 
peak but merely a relative frequency between 40 and 70. 


Morbidity 

Our main concern was to try to determine the extent and 
degree of disability which peptic ulcer causes in the com- 
munity and as seen in general practice. To assess this we 
have attempted to estimate the morbidity of the disease in 
our 124 patients with a history of over five years. We 
chose a period of two and a half years, from January, 1952, 
to July, 1954, over which to study the morbidity rates. 
There were no deaths from peptic ulcer during this period. 

It is rather difficult to record, with any degree of accuracy, 
the disability caused by peptic ulcer in terms of figures. In 
order that this may be attempted, however, it is necessary 
to define certain criteria and grades of disability. Having 
done this, we propose to examine the morbidity rates of 
peptic ulcer in the entire group, including both surgical and 
medical cases, and then take each sub-group separately. 

In the case of a disorder such as peptic ulcer we have 
two criteria at our disposal for assessing morbidity—firstly, 
the attendance rates for each patient over any given period ; 
and, secondly, the duration of any incapacity for work. 
Some further explanation and discussion of these criteria 
is necessary. 

Medical Attendances.—It is essential to understand what 
a record of a person’s medical attendances will signify. The 
patient may have different reasons for consulting his prac- 
titioner : he may do so to seek advice for disturbing symp- 
toms, merely to obtain the repeat of a prescription even 
though he is symptom-free, to obtain a certificate for various 
reasons, or the purpose of his consultation may be for a 
routine follow-up, he being quite free of symptoms. 

In this study we have tried to restrict the attendance rates 
to those consultations which were directly concerned with 
symptoms arising from the activity of the ulcer. Whilst it 
is reasonably safe to assume that all patients who came to 
consult us for digestive symptoms were suffering from the 
effects of their ulcers, it is certainly not true to assume the 
reverse—namely, that all those who did not come to see 
us were quite free from trouble. Some undoubtedly treated 
themselves. It is not possible to estimate this source of 
error with any accuracy, but it is probable that all those 
with severe symptoms will certainly have consulted us. 

An attempt was made to grade disability on the number 
of attendances over the two-and-a-half-year period. Three 
grades were selected: those with no attendances; those 
with under 10 attendances ; and those with 10 or more atten- 
dances. Ten was chosen as the critical number because it 
represents the average attendance rate for our practices over 
this period. We find that each patient on an average sees 
us four times a year. We believe that this grading is of 
some value in assessing morbidity, provided that its limita- 
tions are recognized. _ 

Duration of Incapacity for Work.—This information gives 
an important index of the severity of the condition. It is 
again necessary to point out its limitations. It is easy to 
estimate this figure in men and women who require certi- 


fication for work. Housewives and retired persons wil] Not, 
of course, require such certification. We attempted to cop. 
rect for this by assessing the disability in these latter two 
groups. If we thought that a similar degree of disability 
in an insured person would have led to loss of work-time 
then we noted this in the non-insured group. Symptoms 
necessitating a visit to the patient at his home indicated that 
the condition was severe enough to warrant time away from 
work. This group of patients who were “off work” jp. 
cludes all those who underwent surgical as well as Medical 
treatment, and this somewhat swells the numbers. 


Results of Different Forms of Treatment 


It is now possible to examine the results from different 
forms of management as expressed in terms of morbidity, 

Many different types of therapy are available for the 
treatment of peptic ulcer, but none of these is entirely 
satisfactory on its own, and the best results are obtained by 
careful selection of cases and by treating each one on its 
merits. The advantages and risks of each method should 
be well recognized. In our practices we have relied primarily 
on medical therapy as the first line of treatment. and cases 
were selected for surgery when this had failed. 

The results of our management of peptic ulcer patients are 
best expressed and studied in three sections: (1) the group of 
124 with five or more years’ history, including both surgical 
and medical cases ; (2) the surgically treated ; and (3) those 
treated by medical methods only. 


Combined Therapy - 

This group contains cases of peptic ulcer of five or more 
years’ duration whatever their method of treatment. There 
were 31 who received surgical treatment and 93 who were 
treated medically. 

Table IV shows the results which were obtained. These 
can be seen to be quite satisfactory. Of these patients, 37% 
had not attended on account of their peptic ulcer, and 77% 


TasB_e 1V.—Results from Combined Therapy 


Gastric Ulcer Duodenal Ulcer 
otal 
Male | Female | Total | Male| Female | Total 
No. of attendances: 
0 ne ae 8 2 10 31 5 36 46 
1-9 10 3 13 30 5 35 48 
10+ 5 3 8 18 i 30 
Days of incapacity: 
0 ae S 16 7 23 55 8 63 86 
1-13 1 = 1 1 1 2 3 
14-27 2 — 2 8 2 10 12 
28-84 1 1 9 1 10 
85+ 3 1 4 6 2 8 12 


had less than the average number of attendances during the 
period in question ; 70% had lost no time away from work. 

It can also be seen, from these admittedly small numbers, 
that there is no appreciable difference in the results of 
gastric and duodenal ulcers. 


Surgical Treatment 


Our indications for advising surgery have been failure of 


adequate and repeated medical treatment and the occurrence 
of the well-recognized complications of the condition. Traps- 
lated into more personal terms, this means repeated periods 
of incapacity for work, with the inevitable common con- 
sequences, and symptoms interfering with the patient's 
enjoyment of life. Occasionally there was incompatibility 
between the nature of the patient’s employment and his 


TaBLe V.—Types of Treatment Given 


Surgical Medical wal 

Male | Female | Total | Male | Female | Total 
Duodenal ulcer .. | 20 7 | 27 | 37 9 6 | 
Gastric ulcer | 1 4 | 22 5 27 | 
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ability to follow a suitable dietary regime. The site of the 
ulcer was another factor that influenced our recommenda- 
tions, as we referred gastric ulcers the more readily to the 
surgeon. 

The type of surgical treatment carried out was gastrec- 
tomy in 27 cases and a gastro-jejunostomy in 4. The results 
have been excellent. In only three instances has there been 
any persistent post-operative morbidity, and in only these 
three has there been any loss of work-time. Twenty-four 
of these patients have required no medical attendance for 
digestive symptoms afterwards. There were no deaths in 
this series. 

Medical Treatment 

“Medical treatment” is the term loosely applied to the 
many types of non-surgical measures employed in the 
management of peptic ulcer. Before we discuss the results 
of this form of therapy it is necessary to clarify the inter- 
pretation we placed upon it. 

Since the days of Hurst and Sippy there has been a con- 
siderable slackening in the zeal with which their regimes 
have been applied. Some believe that medical therapy has 
little, if any, influence on the natural course of peptic ulcer 
(Martin and Lewis, 1949). Whether or not the ultimate 
course is influenced, it is quite definite that certain measures 
will relieve the symptoms for which we are consulted. We 
in our general practices have perforce had to rely on simple 
and practical remedies, and we have adopted the following 
measures : rest in bed in the acute stages, depending on the 
severity of the symptoms ; diet, including frequent meals and 
avoidance of any known aggravating articles of food; 
alkalis, taken when necessary, to control pain. Sedatives 
were often useful in helping the tense patients to cope more 
easily with their situations. The results of this approach 
are shown in Table VI. 


TasLe VI.—Results from Medical Treatment 


Gastric Ulcer Duodenal Ulcer Total 
Male | Female | Total | Male | Female | Total 
of attendances: 
Noy 7 1 8 17 19 27 
1-9 9 3 12 24 3 27 39 
10+ 3 7 16 20 27 
Days of i ity: 
0 ga - 13 6 19 40 3 43 62 
1-13 1 -- 1 1 1 3 
14-27 2 — 2 8 + 10 12 
28-84 1 —_ 1 2 1 4 
85+ 3 1 4 6 2 8 12 


These medically treated cases, all of which had a history 
of five or more years, show surprisingly good results. In 
30% no medical attention was required during the two and 
a half years. We have already pointed out that a “ nil atten- 
dance” record cannot be-taken to be synonymous with 
complete freedom from symptoms, but it is certainly sugges- 


. tive of the absence of severe symptoms. In 70% the atten- 


dances were fewer than the average number of times for 
the whole practice. Their symptoms may therefore be re- 
garded as slight, assuming that a low attendance rate is 
equivalent to a mild degree of disability. No time was lost 
from work during this period by 66% of those medically 
treated. These figures are even better than is at first appar- 
ent, for many of the 12 patients who were incapacitated for 
over three months were also suffering from other illnesses such 
as tuberculosis, coronary artery disease, chronic bronchitis, 
arthritis, and neurosis. In these cases it was not necessarily 
the ulcer which was the prime cause of their incapacity. 


Complications 


In this series of five-year-plus cases the incidence of past 


» haemorrhage and of perforation were as shown in Table 


VII, giving an incidence of bleeding in 18% and perforation 
in 10% of cases. This compares with Martin and Lewis’s 
(1949) figures of 32% and 25% respectively. Ryle (1948) 


quoted figures of 10% and 5%, and Baker (1947) reported 
an incidence of haemorrhage in 20% of his series. 

During this same period it is interesting to note that 
we had five cases of severe, and often repeated, haemat- 
emesis in which no radiological evidence of ulcer was noted. 


TaBLE VII.—Incidence of Haemorrhage and Perforation 


Gastric Ulcer Duodenal Ulcer Total 
Male | Female | Total | Male | Female | Total 
Haemorrhage = 4 2 6 14 2 16 22 
Other Illnesses 


Examination of the records of our ulcer patients has not 
revealed any marked tendency to other diseases, with the 
exception of psychoneurosis. 

Of the total number of —Il our ulcer patients (177), 17 
were relatively high-grade neurotics, of whom many have 
had lengthy periods of treatment from psychiatrists. These 
neurotic traits have persisted in those who have had their 
ulcers cured by surgical measures. It is of interest to note 
that these “ neurosis rates” were different in the two forms 
—— being 7% for gastric ulcer and 16% for duodenal 
ulcer, 


Discussion 


This follow-up of general practice material is presented 
in the full knowledge of its limitations. The numbers are 
relatively small. We have 124 peptic ulcer patients with a 
history of five or more years’ duration, and 177 at the time 
of writing, giving an incidence at present of 17.7 per 1,000. 
The difficulties of arriving at a satisfactory method of assess- 
ing morbidity have already been noted. We feel that our 
estimations of the number of medical attendances and dura- 
tion of the incapacity from work do in fact give a reason- 
able picture. In favour of using general practice figures is 
the fact that we are able to know more of our patients and 
their disabilities and are thus able to assess their morbidity 
more accurately, and we can also obtain a longer and 
closer follow-up, 

In this p»per we are seeking to note the results of treat- 
ment in our five-year-plus cases and to observe their natural 
course. 

In the past it has been customary to present the results 
of ulcer therapy separately under medical and surgical sub- 
divisions. Undoubtedly the best results are obtained by a 
combination of the two methods together. 

Our results have been quite good: 37% required no 
medical attendance over the two-and-a-half-year period, 
77% attended on less than the average number of occasions, 
and 70% did not lose any time from work. 

Surgical treatment was carried out in 31 patients out of 
the 124 (25%), and the results were very good. The remain- 
ing 75% who were treated “medically” are of special 
interest. Some workers (Martin and Lewis, 1949) have 
doubted the value of medical therapy in peptic ulcer and 
questioned whether its results are merely what one would 
expect from the natural course of the disease. In this series, 
based upon simple measures of treatment, we found that 
30% required no medical attendance in the period under 
study, 70% attended on less than the average number of 
times, and 66% lost no time from work. We feel these 
results are satisfactory. 

Results of other observers on the expectations of medical 
therapy are somewhat similar to those that we arrived at— 
if “‘no medical attendances,” of which there were 30%, are 
taken to be equivalent to “inactivity.” Thus, Martin and 
Lewis (1949), in their follow-up, found that 44% of gastric 
ulcers and 32% of duodenal ulcers were inactive after 5-10 
years; Malmros and Hiertonn (1949) found rates of 36% 
and 29% after 7-10 years ; Natvig et al. (1943) quote corre- 
sponding figures of 44% and 34% after three years, which 


| 
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on re-examination by Qvigstad and Rémcke (1946) became 
22% and 10% after a further five years. Ogilvie (1952), in 
comparing the results of surgical and medical treatment of 
660 cases, found 34% satisfactory after medical treatment 
and 70%, satisfactory after surgical treatment after 5-10 
years. 

Figures around 30% seem to be the expected “ satis- 
factory” proportion to be attained after medical treatment. 
It is essential, however, to be clear what the term “ satis- 
factory” implies. We restricted it to patients who sought 
no medical advice over two and a half years, but we found 
that many others could be classed as “ satisfactory,” as they 
lost no time from work and had few symptoms. It is signi- 
ficant that in only 25% of cases was surgical treatment 
necessary. On the whole we feel that medical treatment 
can keep the patient in a comfortable state in the remaining 


75% of cases. 
Conclusion 


To conclude, it is felt that the time has come to make 
more use of the field of general practice as a source of 
information on the natural history and morbidity of certain 
common diseases such as peptic ulcer, hypertension, rheuma- 
tism, and the acute and chronic infections of the chest. These 
conditions are often followed for only short periods in 
hospital practice ; but in general practice they can be sur- 
veyed from the time of diagnosis until death, if necessary. 
It is to general practice that we should turn for further 
advances in the study of the true natural history of such 
disorders, 

The methods that need be used are very simple—based 
essentially on adequate records over a long period. 

In presenting these findings from our two practices, even 
though they cover some 10,000 patients, we fully realize 
their limitations when an attempt is made to apply them to 
the country as a whole. Nevertheless, accepting these 
limitations, it is felt that they indicate the probable trend 
of the natural history of peptic ulcer. 


Summary 


A report is given on the incidence, morbidity, and 
course of peptic ulcer in two South-east London practices 
with a total of some 10,000 patients at risk. 

On July 1, 1954, there were 177 peptic ulcer cases 

-(G.U. 45 and D.U. 132), 124 of them having a history 
of five or more years’ duration (G.U. 31 and D.U. 93). 
The latter group has been reviewed for the purposes of 
a five-year follow-up. 

For the purposes of assessing morbidity the numbers 
of medical attendances and the duration of incapacity 


from work (or its equivalent) were recorded and com- 


pared in the various forms of treatment. 

In the whole series, including both surgical and 
medical cases, 37% of patients required no medical 
attention for digestive symptoms in the two-and-a-half- 
year period under study, 77% attended on less than the 
average number of occasions, and 70% did not lose any 
time away from work. 

Surgical treatment with good results was given to 25% 
of the patients. 

Of the remaining medically treated patients (75%), 
30% needed no medical attention, a further 40% 
attended on less than the average number of occasions, 
and 66% lost no time from work. These results repre- 
sent a not unsatisfactory economic and personal control 
of the condition. The results were similar in both 
gastric and duodenal ulcers. 

The course of the disease was complicated by haemor- 
rhage in 18% and by perforation in 10% of cases. 

There was no obvious prevalence of any other 
associated disease with the exception of neurosis. A 


fairly severe psychoneurotic state was present in 16% 
of duodenal ulcer and in 7% of gastric ulcer patients, 

The scope for studying the natural course of Certain 
chronic illnesses in general practice is noted. 
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GASTRO-INTESTINAL ULCERATION 
AND NON-ULCERATIVE DYSPEPSIA IN 
AN URBAN GENERAL PRACTICE 


BY 
S. LIPETZ, M.D. 
WITH THE ASSISTANCE OF 


S. A. SKLAROFF, B.Sc. anp LILLI STEIN, M.A., Ph.D, 
Department of Social Medicine, University of Edinburgh 


One of the reasons for our inadequate knowledge of 
the aetiology of peptic ulcer lies in the difficulty of 
assessing its true prevalence in a population. Most of 
the literature on peptic ulcer is based on hospital and 
post-mortem statistics. The latter give little guide to 
incidence in this type of chronic disease ; and hospital 
figures reveal only part of the picture, since most un- 
complicated cases are treated at home. In general, all 
cases of peptic ulcer, whether treated in hospital or at 
home, are seen at the beginning and during the subse- 
quent course of their illness by the family doctor. The 
general practitioner is therefore in a special position to 
collect information not only on the prevalence but per- 
haps also on the natural history and management of the 
disease. 
Method 

In this paper the incidence of gastro-intestinal ulcera- 
tion in an urban general practice over a period of twenty 
years is analysed ; also, its present prevalence is com- 


pared with that of non-ulcerative dyspepsias. Duplicate - 


records were kept of all ulcer and dyspepsia cases, and 
data relating to the clinical and social aspects of the 
patient’s history were transferred to hand-punch cards 
for analysis. 

The diagnosis of cases was especially facilitated by the 
use of a simple test for occult blood, by means of which 
all cases with symptoms suggestive of alimentary origin 
are regularly screened in the practice. An unselected 
series of 100 patients attending for non-alimentary con- 
ditions was tested so that an estimate could be made of 
the incidence of occult blood in the general practice 
population. 

The simple screening test for occult blood used in the 


practice* is the Gregersen slide test (G.S.T.), first * 


* The practice ” refers to the practice in which the material of 
this paper was collected by the two doctors in partnership (Dr. S 
Lipetz and Dr. J. Lipetz). 
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ibed in this country by Ogilvie (1927), and illus- 
trated further by Meulengracht and Jensen (1929). 
More recently Lipetz (1951) and Needham and Simp- 
son (1952) showed the wide usefulness of the G.S.T. in 
general practice and in hospital respectively. 

Before the introduction of the National Health Ser- 
vice, only private x-ray facilities were directly available 
to the general practitioner in this area. With definite 

f of occult blood, however, it was always possible 
to get a radiological examination in hospital. In 1941, 
when many patients requested the medical certificate 
for peptic ulcer without which special rations of milk 
and eggs could not be.obtained, the opportunity was 
taken to screen all patients not previously investigated 
with the G.S.T. 


Description of the Practice 


The practice is a partnership of two, in which the 
principals have worked for almost thirty years. It is a 
fairly stable practice ; at the beginning of this inquiry 
(August, 1953) it consisted of 5,331 persons, with males 
and females in almost equal numbers (ascertained by a 
complete analysis of the National Health cards). It 
coatains quite a high proportion of elderly and aged 
persons and a relatively small proportion of children 
(see Table Il). The area served lies in a central part 
of Edinburgh which has been for more than thirty years 
an outward rehousing area and before the first world 
war was the most densely populated in the city and con- 
tained a great many condemned houses. Although 
some of the area has now been rebuilt, a large propor- 
tion of our patients are still living in very overcrowded 
conditions. The practice population is mainly working- 
class; most of the men and many of the women work 
in local industry—rubber and printing works, engineer- 
ing workshops, railway and municipal transport, 
chemical works, breweries, and distilleries. Many, par- 
ticularly the females, work in offices and shops. There 
is also a sprinkling of professional people. 

All the patients are in the National Health Service. 
So far as is known, the figures of gastro-intestinal cases 
are in no way weighted by the inclusion of patients 
who came for consultation because of the principals’ 
interest in alimentary disorder. 


I. Peptic Ulcer 
Twenty-year Incidence 
The total number of peptic ulcer cases which occurred in 
the practice during the past twenty years was 323 (Table I). 
All the diagnoses were confirmed either radiologically or at 


Taste I.—Total Incidence of Cases o Peptic Ulcer During a 
Twenty-year Period, 1933-54, by Sex and Age at Time of 


Diagnosis 
Age at .Duodenal Ulcer | Gastric Ulcer Total Peptic Ulcer 
Diagnosis - 

(Years) Male | Female | Male | Female | Male | Female 
15-19 6 4 — 
20-24 13 2 i 2 16 a 
25-29 19 3 4 a 23 3 
30-34 33 4 2 1 35 5 
35-39 34 7 1 3 35 10 
40-44 35 17 2 2 42 19 
45-49 23 6 _— 3 23 2. 
50-54 20 5 3 1 23 6 
55-59 16 5 a 3 8 
60-64 4 b 2 2 6 7 
65-69 .. 5 1 1 6 1 
70 or over ‘ai 3 4 1 3 a 7 
Age not stated .. 1 1 

Total .. 211 62 29 21 240 83 


operation or post-mortem examination. The group con- 
sisted of 273 cases of duodenal ulcer and 50 of gastric ulcer, 
the ratio of males to females being 3.4: 1 for duodenal and 
only 1.4: 1 for gastric ulcer. Conversely, for both sexes 
combined the D.U./G.U. ratio was 5.5: 1; for males only, 
the ratio was much higher, 7.3: 1, and for females it was 
only 3:1. This is in fair agreement with other Scottish 
findings, such as those of Jamieson, Smith, and Scott (1949) 
in Glasgow Western Infirmary. 

In the twenty-year series the most common age at first 
diagnosis of duodenal ulcer in men was 30-44 years, these 
age groups containing just on half the men. In women the 
most common age at first diagnosis of duodenal ulcer seemed 
to be a little higher, 35-49 years. 

In this peptic ulcer group of 323 cases, 56 (17%) had an 
immediate family history of peptic ulcer (among parents, 
siblings, or children). Of these 56 cases, only 4 were of 
gastric ulcer, and the remaining 52 of duodenal ulcer (39 
male and 13 female) were members of only 15 families. 
The higher percentage of reported family history among 
duodenal ulcer cases is in line with the findings of Doll and 
Buch (1950). 


Present Prevalence of Peptic Ulcer 


The following paragraphs relate to the prevalence rates 
at one period of time (August, 1953), and include data only 
for cases in the practice at that time (ascertained from the 
special record cards kept up to date for all ulcer patients). 
Patients who had moved away (or died) and patients who 
have been subsequently diagnosed as suffering from peptic 
ulcer are not included in the “ present prevalence” group. 

Table II shows the age-sex distribution of the 250 cases 
in the practice in August, 1953. The total prevalence of 
peptic ulcer was 4.7% of the whole practice population—a 
very high proportion indeed. Among males the prevalence 
was 7.0%, and among females 2.4%. In the different age— 
sex groups, the prevalence of both duodenal and gastric 


TaBLE II.—Prevalence of Peptic Ulcer in Practice Population at August, 1953. Number of Cases in each Age-Sex 
Group, and Rates per 100 Practice Population in each Age-Sex Group (in Parentheses) 


Practice Population Duodenal Ulcer Gastric Ulcer Total 
Age at August, 1953 
Males Females Males Females Males Females Males Females 
No. % No. % No. % No. % No. % No. % 
13-24 years 306 357 4 (1-3) 4 (11) —_ =— 1 (0-3) 4 (1:3) 5 (1-4) 
25-34, 422 405 (5-7) 3 (0-7) 2 (0-5) 26 (6-2) 3 (0-7) 
‘ 451 438 29 (6-4) 10 (2-3) 6 (1-3) 1 (0-2) 35 (7-8) 11 (2-5) 
45-54 430 382 58 (13-5) 18 (4-7) 9 (2-1) 3 (08) 67 (15-6) 21 (5-5) 
we 265 281 31 (11-7) 7 (2-5) 5 (1-9) 4 (1-4) 36 (13-6) 11 (3-9) 
G+ , 262 289 15 (5-7) 8 (2-8) 4 (1-5) 4 (1-4) 19 (7-3) 12 (4-2) 
Total 15+ years 2,136 2,152 161 (7-5) 50 (2-3) 26 (1-2) 13 (0-6) 187 (8-8) 63 (2-9) 
4,288 211 (4-9) 39 (0-9) 250 (5-8) 
Total all ages 2,666 2,665 161 (6-0) 50 (1-9) 26 (1-0) 13 (0-5) 187 (7-0) 63 (2-4) 
$,331 211 (4-0) 39 (0-7) 250 (4-7) 
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ulcer varied considerably (see Fig.). Among males, the 
D.U. prevalence rose to 12% ‘at ages 45-49, reached 15% in 
the age groups 50-54 and 55-59, and thereafter declined. 
Among females the number of cases in individual age groups 
was small and the prevalence rates are less reliable; the 
highest D.U. prevalence was 5% in the age group 45-49, and 
at higher ages it appeared to decline slowly, though at ages 
70 years and over the prevalence was 3.6%. For gastric ulcer, 
the numbers in each age-sex group were very small and the 
gastric ulcer rates only serve as an indication of the pattern 
of distribution. 

It was found that the highest prevalence of duodenal and 
gastric ulcer together was at ages 45-49 years, the prevalence 
for both sexes combined then being 10.5%. Thus | in every 
10 patients between the ages of 45 and 59 years had 
had a peptic ulcer. Among men of these ages the propor- 
tion was much higher, being 15.6% ; thus nearly 1 in every 
6 men aged 45-59 had been found to have a peptic ulcer. 

The greater part of this prevalence was due to duodenal 
ulcer. At the peak ages of 45-49, the D.U./G.U. ratio among 
males was 8 : 1 ; even among females at ages 45-59 the ratio 
was high, 4.4: 1. The male D.U./G.U. ratios decreased on 
the whole with increasing age ; but in the practice the ratios 
at each age were nearly three times as high as those found 
by Doll and Avery Jones (1951) in selected groups of 
employees in England. 

These prevalence rates, based on the ages of patients at 
one date, do not give information regarding “ attack” rates 
of new cases at each age ; but they serve another and equally 
useful purpose. They give a strong indication of the respon- 
sibility falling upon the general practitioner in the super- 
vision and treatment of these cases, the greater number of 
which are in the older age groups, in which ulcer complica- 
tions are most serious in their results. 


Type of Case, Complications, Perforations, Operations, Relapse 


Detailed analyses were made of the two acute complica- 
tions of peptic ulcer—haemorrhage and perforation—and 
also of many other features (see Table III). 

In the whole series of 323 cases the incidence of manifest 
bleeding—haematemesis or melaena—was 16.4%. There 
was little difference in incidence of manifest bleeding either 
between male and female cases or between duodenal as 
compared with gastric ulcer cases. 

Of the 323 cases, 62 (19.2%) suffered perforation. Of 
these 55 were males, these constituting 22.9% of all male 
ulcer cases ; among females the proportion was only 8.4%— 
a difference which is statistically significant. The difference 
was due entirely to the high perforation rate of 25% among 
male duodenal ulcer cases. These perforation rates do not 
of course represent the true risk of perforation during the 
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III.—Complications, Operations, etc., in Peptic Ulcer Cases 
1933-53 (Numbers of Cases and Percentages of all Cases) * 


Duodenal Ulcer Gastric Ulcer Total P.U, 
Complications, Male | Female | Male | Female! Male Female 
Operations, 
etc. No. % |No. % |No. % |No. % |No. % |No, % 
211 62 29 21 240 33 

Haematemesis/ 
me | 35 16-6| 10 16-1} 4 13-8| 4 19-0) 39 16-3) 14 16.9 
Perforations .. | 52 24:6) 4 6-5| 3 10:3| 3 14-3) 55 22-9) 7 g4 
Relapses .. | 93 44-1| 24 38:7| -7 24-1) 6 28-6100 41-7| 39 
Hospitalization .. | 96 45-5| 14 22-6) 12 41.4) 11 5-24)|108 45-0) 25 39.) 
| 43 20-4) 4 65) 6 20:7| 5 23-8) 49 20-4| 9 

tro- 

enterostomy .. | 12 2 32 1 34) — 13 5-4) 2 24 


life of an ulcer patient; in this series the period of risk 
ranged from twenty years to less than one year. Even s0, 
the overall rate of 19% is higher than the 3—-13% found by 
Ivy et al. (1950) in a hospital series. 

Of the 62 patients who perforated, all survived except two 
males; one of these died of his third perforation while 
awaiting gastrectomy, and the other died of haemorrhage 
after a second perforation. The youngest patient who per- 
forated was a 16-year-old boy with a duodenal ulcer, and the 
oldest an 82-year-old woman with a gastric ulcer, who com- 
fortably survived operation. 

Frequent relapse is a recognized feature of the natural 
history of peptic ulcer. In this series, 43% of the duodenal 
and 26% of the gastric ulcer cases had one or more relapses 
for which they consulted us. These rates are lower than 
those of Althausen (1949), who in over 3,000 cases of peptic 
ulcer found relapse rates of 50-90%. It should be empha- 
sized that some of our patients had had a number of relapses 
before ever consulting the practice. Moreover, some suffer 
relapse without coming for consultation, sometimes because 
they “don’t want to trouble the doctor,” or, more often, 
because they fear the loss of income should they have to 
stay off work. 

Thoygh the major responsibility falls on the general prac- 
titioner, in a considerable number of cases admission to 
hospital is inevitable. In this series, 41% of the cases had 
been in hospital at least once—in a few cases not for treat- 
ment of their alimentary condition. Hospitalization rates for 
duodenal and for gastric ulcer cases were not greatly 
different ; rates for males with duodenal ulcer were, how- 
ever, higher than for females—45% of male D.U. cases had 
been hospitalized, as compared with 23% of female D.U. 
cases. It is interesting to note that nearly 60% of all cases 
with peptic ulcer had not been in-patients in hospital. 

Among the 133 patients who were hospitalized, 58 (18% of 
all the 323 peptic ulcer cases) had gastrectomies and 15 
(nearly 5%) gastro-enterostomies. Both operations were 
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Prevalence of peptic ulcer and dyspepsia in practice population at August, 1953. 
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more frequent among male than among female cases. 
Among the gastrectomies, follow-up history showed these 
results : 


No complications and still doing well .. oh 34 
Serious sequelae but now well for over two years 1 
j of alimentary haemorrh (erosion of 
duodenal stump) ten weeks after operation . . 1 
Died of other causes (not related to operation) .. 6 
Pneumonia .. ee oe 1 
Coronary thrombosis 
Non-gastric malignant condition 3 
Not stated .. ‘ 3 
Too early for assessment 2° 3s 7 
Left practice (majority known to be doing well) 8 
58 


The results of both gastrectomy and gastro-enterostomy 
have been most satisfactory. As mortality following oper- 
ation appears to be low (except perhaps for the oldest age 
groups), it is considered important to refer patients for sur- 
gical appraisal as soon as the clinical or social circumstances 
indicate it. 

II. Chronic “ Non-Ulcer Dyspepsias ” 


The previous section included all cases in which a definite 
diagnosis of peptic ulcer was established. However, even 
after full investigations for organic alimentary disease, there © 
remained a number of cases with frequent or persistent 
symptoms of dyspepsia in which an exact diagnosis could 
not be made. These are referred to as the “chronic non- 
ulcer dyspepsias.” They do not include digestive upsets of 
short duration due to indiscretions of diet or those associated 
with infection or other systemic disturbances. 


males and females in almost equal numbers (male/female 
ratio, 0.9:1). Within the three categories, however, the 
male/female prevalence ratios varied widely. The first cate- 
gory, “query peptic ulcer,” contained 0.8% of the males 
and 0.2% of the females in the practice. This preponderance 
of males is very similar to that in the proved ulcer groups. 
In the second category, “biliary dysfunction,” the pre- 
dominance of women was marked; only 0.1% of the males 
as compared with 1.1% of the females in the practice were 
in this category. Twelve of the 28 women were of meno- 
pausal age, a time when functional disturbance of the diges- 
tive system is often indistinguishable from organic biliary 
disease. The third category of “non-specific dyspepsia ” 
contained 1.6% of the practice population, with males and 
females in almost equal proportions. 

For individual age groups the prevalence rates of chronic 
dyspepsia were mainly between 3% and 4%, with the peak 
occurring in the ages 55-64 years. For men alone, there was 
also an earlier peak at ages 30-39 years, with a prevalence 
of nearly 5%. For females, the prevalence rose fairly 
steadily above the age of 40, and reached more than 6% at 
ages of over 65 years. 

Within each of the three categories of chronic dyspepsia, 
the small numbers of cases make it difficult to determine 
age trends of prevalence rates. Nevertheless it can be seen 
that the “ query ulcer” group consisted mainly of men over 
40 years; and the “biliary dysfunction” group consisted 
mainly of women over 40. The non-specific dyspepsias had 
a relatively high prevalence in the younger age groups of 
both sexes as well as in the older age groups. 


Taste IV.—Prevalence of Non-ulcer Dyspepsia in Practice Population at August, 1953. Number of Cases in each 
Age-Sex Group, and Rates per 100 Practice Population in each Age-Sex Group (in Parentheses) 


2s “ Biliary “ Non-specific All Chroni 
Peptic Ulcer ” Dyspepsia ” Dyspepsia Non-ulcer Dyspepsia 
F Males Females Males Females Males Females Males Females 
No. % No. % No. % No. % No. % No. % No. % No. % 
25-34 ,, 2 (0-5) 1 (0-2) 2 (0-5) 1 (0-2) 12 (2-8) 10 (2-8) 16 (3-8) 12 So 
35-44. 6 (1-3) 6 (1-4) 14 (3-1) (1-1) 20 (4-4) 11 (2-5) 
45-54 | 6 (1-4) 1 (0-3) em 7 (1-8) 6 (1-4) 6 (1-6) 12 (2-8) 14 (3-7) 
55-64 4 (1-5) 2 (0-7) _- — 5 (1-8) 10 (3-8) 10 (3-6) 14 (5-3) 17 (6-1) 
65+ 2 (0-8) 1 (0-3) 1 (0-4) 9 (3-1) 1 (0-4) 8 (2-8) 4 (1-5) 18 (6-2) . 
Total 15+ years 20 (0-9) 5 (0-2) 3 (0-1) 28 (1-3) 43 (2-0) 41 (1-9) 66 (3-1) 74 (3-4) 
25 (0-6) 31 (0-7) 84 (2-0) 140 (3-3) 
Totaia!lages .. 20 (0-8) 5 (0-2) 3 0-1) 28 (1-1) 43 (1-6) 41 (1-5) 662 (-5) 74 (2:8) 
25 (0-5) 31 (0-6) 84 (1-6) 140 (2 6). 


Present Prevalence (August, 1953) 

The cases of chronic dyspepsia in the practice at August, 
1953, numbered 140 (see Table IV). Forty of the group 
were x-rayed at least once, but without decisive results. 
Occult blood was found once in 66 cases, whilst in 33 others 
it was found on two or more occasions. 


The “ non-ulcer dyspepsias ” were grouped in three main 
categories : (1) patients with symptoms suggestive of peptic 
ulcer but in whom a firm diagnosis of ulcer was not con- 
sidered justifiable (20 men and 5 women)* ; (2) patients with 
symptoms suggestive of biliary or cholecystic dysfunction 
(3 men and 28 women) ; and (3) non-specific dyspepsia not 
classified under any single heading—the largest category (43 
men and 41 women). — : 

The total prevalence of chronic “ non-ulcer dyspepsia,” at 
August. 1953, was 2.6% of the practice population, with 


*Since August, 1953, when the statistical analysis was begun, 
6 of these cases have been definitely diagnosed as peptic ulcer; 
and 1, who for two years showed recurrent occult blood and had 
at first repeatedly negative x-ray findings, has now been operated 
upon for a carcinoma of the stomach. Of the 6 ulcer cases, 2 
have had gastrectomies for gastric ulcer, 1 has had a subacute 

rforated duodenal ulcer, and the other 3 have been confirmed 
yY x-ray examination. In this paper, however, none of these 
6 cases has been included in the ulcer tables of section I. 


Comparison of Prevalence of Peptic Ulcer and Chronic “ Non- 
ulcer Dyspepsia ” 


A comparison of the prevalence rates of all peptic ulcer. 
and all chronic dyspepsia at August, 1953, is illustrated in 
the Figure. Among men the prevalence of ulcer was much 
higher than that of dyspepsia ; for all ages combined, the 
ulcer/dyspepsia ratio was 2.8: 1. Among females there were 
slightly fewer ulcer than dyspepsia cases (0.9: 1). 


The excess of ulcers over dyspepsias in males was par- 
ticularly marked in the age groups 45-59, the peak ages for 
ulcer prevalence ; at these ages the ulcer/dyspepsia ratio was 
5:1. In the younger age groups, 25—39, at which high dys- 
pepsia rates for males were reached, the ulcers still exceeded 
the dyspepsias. The pattern of dyspepsia rates in males in 
the practice was rather different from the pattern of ulcer 
rates. 


For females, smaller numbers were involved, but both 
sets of rates were of similar order of magnitude. There was 
perhaps a more definite peak in the ulcer prevalence rates 
in the age groups 45-54. This may be of interest in relation 
to Clark’s (1953) findings that no fewer than 45% of women 
claimed that their ulcer symptoms had been aggravated by 
the menopause. 
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There are but few investigations with which one can com- 
pare the dyspepsia prevalence rates or the ulcer/dyspepsia 
ratios in the practice. Despite the lack of precise data, there 
is a general impression among clinicians that chronic 
dyspepsia is more common than peptic ulcer. In the prac- 
tice, however, with careful and repeated screening of all 
patients with persisting dyspeptic symptoms, chronic “ non- 
ulcer dyspepsia” was found far less commonly than peptic 
ulcer. 


Ill. The Gregersen Slide Test as a Screening 
Procedure 


The prevalence of peptic ulcer in the practice may seem 
high. However, as all dyspeptic cases have been regularly 
screened over a long period, it is believed that the present 
figures represent a closer estimate of prevalence than has 
previously been obtained in a circumscribed population. 
The G.S.T. is especially valuable because occult blood is 
present in a high proportion of active ulcer cases, as shown 
by Hurst and Stewart (1929) and by others. In the present 
series of cases of peptic ulcer, one-sixth had manifest bleed- 
ing, and in the remaining cases 85% gave a positive G.S.T. 
finding on one or more occasions. 


The G.S.T. will, of course, bring to light many other 
alimentary conditions. Because of the finding of occult 
blood 53 cases of organic disease of the gastro-intestinal 
tract were diagnosed (these were in addition to the many 
cases of organic alimentary disorder in which diagnosis was 
obvious). Twenty of these cases were of neoplasm, the 
most frequent sites being: stomach (9 cases), rectum (4), 
large bowel (3), and oesophagus (2). Fourteen cases were 
of diverticulitis, almost all among persons over 40 years. 
The remaining 19 cases of non-malignant conditions asso- 
ciated with the finding of occult blood had a very wide 
pathological range, and included gastritis (diagnosed by the 
radiologist), congenital shortening of the oesophagus, 
Plummer-Vinson syndrome, regional ileitis, cholecystitis, 
Hirschsprung’s disease, ulcerative colitis, malrotation of the 
caecum, hiatus and sliding hernia, and “cup and spill” 
deformity of the stomach. 

Comparison of G.S.T. and X-ray Findings.—Several 
analyses were made to compare the first G.S.T. with the 
first x-ray findings, and also to assess the contribution of 
repeated G.S.T.s and x-ray examinations to the final diag- 
nosis. The first G.S.T. was positive in 64% of the peptic 
ulcer cases, and in one-third of these the first x-ray film was 
negative or doubtful. Conversely, the first x-ray film was 
positive in 70% of the cases and in two-fifths of these the 
first G.S.T. was negative or doubtful. The practical utility 


-of the G.S.T. as a pointer to diagnosis is evident, and it is 


also clear that a negative finding does not exclude the possi- 
bility of an active lesion. Serial testing is therefore always 
necessary. Analysis of the repeated G.S.T. and x-ray find- 
ings showed that the G.S.T. had contributed to diagnosis in 
75% of peptic ulcer cases and the x rays in 80%. More- 
over, there were 36 cases in which the positive G.S.T. led to 
the final diagnosis although the radiological findings were 
repeatedly negative. 

Time Interval from First G.S.T. to Definite Diagnosis.— 
The value of occult blood testing lies also in the speed with 
which a firm diagnosis can often be established. |More 
than one-half of the cases were firmly diagnosed within one 
month of their first G.S.T., and half of the remainder were 
diagnosed within six months. A separate analysis was made 
of the time interval between the onset of symptoms (as 
remembered by the patient) and a definite diagnosis. In 
nearly half the cases the patients had been aware of diges- 
tive upsets for more than two years before coming for con- 
sultation ; in another 8% of the cases there had been symp- 
toms for at least a year. This is not surprising, since many 
patients do not bother to consult a doctor for ordinary 
dyspeptic symptoms. Taking these two sets of findings on 
time intervals together, it appears that when patients reached 


the stage at which they felt it necessary to consult a doctor 
many of them already had a diagnosable organic lesion, 


Test of Faeces of 100 Persons Attending for Non- 
Alimentary Conditions.—It is sometimes stated that the 
G.S.T. is too sensitive for use in general practice, and May 
often give false positive results. The frequency of positive 
G.S.T. findings in patients with no organic alimentary dis- 
order and no dyspeptic symptoms was therefore investigated 
by examining the faeces of a random series of 100 patients 
who were attending for symptoms clearly not related to 
gastro-intestinal disturbance. Patients who were in any case 
returning were asked to keep to a meat-free diet for three 
days and to bring a sample of their faeces. Of the 100 
patients investigated there were 7 whose faeces were G.S.T.- 
positive. One—a girl—for psychological reasons was not 
followed up. Of the other 6 cases, 2 were found to have a 
duodenal ulcer and a third is being treated for presumptive 
ulcer. Two others, on detailed and persistent questioning, 
admitted to occasional dyspeptic symptoms. In the one 
remaining case, no reason for the positive occult blood find- 
ing was discovered. 


Conclusion—Whereas the G.S.T. is helpful in showing 
the activity of a lesion, the x-ray film is required for its more 
accurate location. For the general practitioner the G.S.T. 
has specific advantages: he can use it without reference to 
hospital ; it is easily, rapidly, and cheaply performed in his 
own consulting-room ; and, as has been found in the inves- 
tigation of a sample of non-dyspeptic patients, the incidence 
of false positive G.S.T. findings is very low. It would appear 
that the G.S.T. is an eminently suitable test for general 
screening, and its use might well be one of the general 
practitioner’s contributions to preventive medicine. 


Discussion 


In the practice the discovered prevalence of peptic ulcer 
is much higher than is commonly reported by other inves- 
tigators ; at the same time, the proportion of non-ulcer dys- 
pepsia to ulcer cases is lower than that found in other studies. 


’ These features might to some extent reflect a high preva- 


lence of ulcer in Scotland. It would appear from national 
mortality figures that duodenal ulcer is commoner in Scot- 
land than in England, and this is supported by evidence 


from the hospital survey of Illingworth ef al. (1944). But — 


it is unlikely that this in itself would account, for example, 
for the rate of over 15% in men aged 45-54 or for the 
dyspepsia/ulcer ratios; it is more probable that in other 
inquiries there has not been the same opportunity for fre- 
quent screening of all dyspeptic cases. This view is sup- 
ported not only by the overall analysis of the peptic ulcer 
group (as regards perforation, operation, etc.) but also by 
the fact that during the preparation of this paper six of 
the cases appearing in Table IV as “ non-ulcer dyspepsia ” 


have already passed into the ulcer category. It is further | 


strengthened by the survey of 100 patients who were attend- 
ing for quite different conditions, among whom 2 were dis- 
covered to be suffering from peptic ulcer and others had 
dyspeptic symptoms. It is probable that a more thorough 
combing of the practice would reveal the prevalence of 
peptic ulcer to be even wider than has been shown. 


In a large number of cases in the present series symptoms 
had persisted for many months, often years, before the 
patient came for consultation. The results show, moreover, 
that when the patient reached the threshold beyond which 
he could no longer endure discomfort or pain and finally 
came from consultation the condition was clinically diagnos- 
able and already required treatment. It is important, there- 
fore, that the general practitioner should recognize that 
when patients complain to him of persistent dyspeptic symp- 
toms the majority may have already reached the stage when 
an organic lesion is diagnosable. 

The G.S.T. has been found valuable in the diagnosis not 
only of peptic ulcer but also of malignant disease. The 
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number and variety of other alimentary disorders 
which might have long escaped diagnosis if a finding of 
occult blood had not prompted further investigation is 
impressive. In view of the sometimes vague and protean 
manifestations of gastro-intestinal ulceration, it seems reason- 
able that every patient who develops symptoms of dyspepsia, 
anzemia, or Other illness obscure in origin should have the 
benefit of screening for occult blood. 

Despite the considerable prevalence of ulcer in the prac- 
tice, it is surprising how relatively little time is demanded 
by these patients. In a one-month period (mid-November to 
mid-December, 1953)—usually a season of high symptom 
incidence—only 16 (6.4%) of the peptic ulcer cases and 7 
(5%) of the non-ulcer dyspepsias required treatment. This 
may be partly because patients relapse without attending 
for consultation, but mainly, it is believed, because most of 
the intractable chronic cases have. been successfully dealt 
with by the surgeon. 

It would be of the greatest value and interest to be able 
to compare ulcer and dyspepsia rates in other types of prac- 
tice with those of this practice. Moreover, it is thought 
that general practitioners could, with proper records, tackle 
such questions as: the familial incidence of ulcer and 
dyspepsia; the occupational and domestic background 
of ulcer patients in relation to treatment and. progress ; the 
incidence of stress in the genesis of dyspeptic symptoms ; and 
the clinical history and aetiology of dyspepsias. The oppor- 
tunities for this kind of study in general practice, given 
adequate facilities, are greater than in hospital, where the 
work is essentially short-term and the population at risk is of 
quite a different kind. And it may be necessary, in view of 
the present findings, to pursue the same inquiries for all 
dyspeptic patients as for suspected ulcers. It may well be 
that, in this way, further knowledge would be gained of a 
disease in which, in spite of improved methods of diagnosis, 
the incidence continues to rise and the cause, to elude us. 


Summary 


In an urban general practice, patients with peptic 
ulcer were closely investigated over a period of twenty 
years. The records of these 323 patients have been 
analysed in relation to the general practice population 
to yield figures of incidence for the twenty years and of 
prevalence at one date, August, 1953. 

The prevalence of peptic ulcer (4.7% of practice) was 
high—much higher than figures found in other studies. 
It was particularly high in the age group 45-59 years, 
1 out of 10 patients being a sufferer; for males in the 
same age group, nearly 1 out of every 6 in the practice 
was a peptic ulcer sufferer, mainly with a duodenal ulcer. 

The incidence of other clinical features of the peptic 
uleer cases is described: haemorrhage, perforatioh, 
relapse, hospitalization, and operation. The results of 
Operation were good. 

The prevalence of chronic non-ulcer dyspepsia at 
August, 1953, was also investigated. The 140 cases 
appeared to fall into three broad categories: (1) those 
with symptoms suggestive of peptic ulcer (since the 
beginning of this study, 6 of the 25 cases in this group 
have been definitely diagnosed as peptic ulcer) ; (2) those 
with symptoms suggesting biliary or cholecystic dys- 
function ; and (3) non-specific dyspepsia (the largest of 
the three groups). 

A comparison of the prevalence of peptic ulcer (4.7%) 
with that of chronic dyspepsia (2.6%). revealed that, 
among males, ulcer patients outnumbered the dyspepsia 
Patients by nearly 3 to 1. Among females there were 
slightly fewer ulcers than dyspepsia cases. The discovery 
of the high prevalence of peptic ulcer together with the 
telatively low prevalence of chronic dyspepsia is largely 


attributed to the consistent screening procedures and 
continuing investigation of doubtful cases. 

Clinical investigation and screening of the patients 
was specially facilitated by the use of the Gregersen 
slide test for occult blood. 

In the routine screening of persons with alimentary 
disorder, the finding of occult blood led to the discovery 
of 53 cases of other organic al’mentary disorder, includ- 
ing 20 cases: of previously unsuspected alimentary 
neoplasm. 

Time-intervals between onset of symptoms, first 
Gregersen slide test, and firm diagnosis are analysed. 
A large proportion of the patients had had symptoms 


for several years, and, by the time they consulted the — 


doctor, had a diagnosable organic lesion which already 
required treatment. 

An examination of the faeces of 100 persons attend- 
ing for symptoms clearly not associated with alimentary 
disturbance revealed only 1 case in which a positive 
occult blood finding could not be accounted for on 
investigation.’ Among these 100 patients, 2 with previ- 
ously unsuspected ulcers and 1 with possible ulcer were 
discovered. 

Attention is drawn to certain problems in the 
aetiology of peptic ulcer. It is noted that general prac- 
tice offers the opportunity of long-term investigation of 
dyspepsia not possible in hospital ; and the importance 
is stressed of long-term follow-up in providing further 


knowledge regarding the pathogenesis of peptic ulcer. - 


Dr. Lipetz would like to thank his various colleagues for their 


interest and help in the collection and preparation of the material. 


in this paper, and particularly Dr. Arnold Orwin for his assist- 
ance. Most of all he wishes to express his appreciation of the 
help and encouragement of his brother, Dr. J. Lipetz, who has 
shared in all the clinical work involved in this study and who has 
freely taken on much additional work in their practice while this 


paper was being prepared. 


ADDENDUM.—Since the completion of the paper, another 
of these 62 cases has died of a third perforation while on 
a waiting-list for gastrectomy. It is possible that the three 
perforation deaths in this practice would have been avoided 
if partial gastrectomy had been carried out at the time of 
the second perforation or as soon as possible afterwards. 
The circumstances of these deaths strengthen the case for 
partial gastrectomy in patients with a previous history of 
perforation, and indicate that these patients should have a 
high priority on waiting-lists. 
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The British Legion village, Maidstone, Kent, comprising 
one unit-completely devoted to the treatment and rehabili- 
tation of tuberculous ex-Service men, celebrated its 30th anni- 
versary this year. The sanatorium section, which had the 
first tomograph x-ray to be installed in Great Britain, is 
now under the South-east Metropolitan Regional Hospital 
Board, but remains available for ex-Service patients from 
all over the country. - At the time of the anniversary report 
the rehabilitation centre, providing training as well as gradu- 
ated, controlled work, had some vacancies. 
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MAGNESIA AND ALKALINE 
CARMINATIVES IN INFANCY* 


BY 


R. D. G. CREERY, M.D., M.R.C.P., D.C.H. 


From the Nuffield Department of Child Health, the Queen's 
University of Belfast, and the Royal Belfast Hospital for 
Sick Children 
Whilst investigating cases of idiopathic hyperca'caemia 
with failure to thrive, a history was frequently obtained 
of prolonged intake of magnesia and sometimes of other 
alkaline preparations. These had been given for the 
constipation that is such a regular feature of this dis- 
order. It was first thought that the taking of these pre- 
parations might have some significance in the aetiology 
(Creery, 1953), but further consideration did not confirm 
this view (Creery and Neill, 1954). Carré, Wood, and 
Smallwood (1954) came to a similar conclusion regard- 
ing magnesia and idiopathic renal acidosis in infancy. 
The present survey has been carried out to gain informa- 
tion on the incidence of this type of medication in 

infancy. 

Method.—The mothers of 200 children who attended the 
B.C.G. Vaccination Clinic of the Royal Belfast Hospital 
for Sick Children during a period of six months in 1953 
were interviewed. The children were drawn from the age 
group of 6 months to 3 years, the majority (138) being 
between 12 and 18 months of age. There were 104 males 
and 96 females, and all were apparently healthy. 

The medication given fell broadly into two groups: 
(a) preparations containing magnesia, and (5) alkaline 


carminative mixtures. Information was also obtained 


about the use of teething powders. 


(a) Magnesia 
Magnesia had at some time been given to 158 (79%) of 
the children. The type of preparation, pH, titratable alka- 
linity, and frequency of dosage are shown in Table I. From 


TaBLe I.—Magnesia. Frequency of Dosage 


sional || Regular | Daily | Daily 

wice ‘or or 
Preparation Ber Weekly | More Less | Total 

Y | or More | than than 


Gite | Often) | 2 Weeks | 2 Weeks 


A Magnesium hydroxide, 
8-45% solution; pH = 
11; titratable alkalin- 
ity (T.A.) =2,700 mEq! 


53 2s il 3 92 
B Magnesium hydroxide, 
solution; pH = 


6-5% 

10; T.A. = 2,650 

l. (Available at infant 

welfare clinics) ne 18 9 2 1 30 
C Magnesium bicarbonate, 

solution; pH= 

8; T. mEq/1. 


A. = 388 
(Proprietary) cn 11 8 9 2 30 
D Other preparations 
(powdered magnesia, 
magnesia, and para- 
ffin, etc.) én ie 4 1 1 — 6 
Total .. we 86 43 23 6 158 


in 7, and in excess of 18 months in 4; the duration Was 
stated in 2. A common weekly dosage was in the aula 
of 1-3 teaspoonfuls (37 cases). >, 

Of the 23 infants in the daily group (more than two 
weeks), the duration had been 14-3 months in 4} 
4-6 months in 6, 10-16 months in 3, and for periods jg 
excess of 18 months in 3. The most usual daily ¢ 
was 1 teaspoonful (12 cases); 7 infants had from 144 tea- 
spoonfuls daily and 4 had only } teaspoonful daily, 

Indications.—In 127 cases magnesia had been given for 
regulation of the bowel movement or for the relief of alleged 
constipation. Of the remainder, the most frequent reasons 
given for its use were teething (9), wind (4), vomiting (4), 
digestive upset (3), fretfulness (2), and a miscellaneous group 
(7) comprising such vague statements as “out of Sorts,” 
“dirty mouth,” “to cool him,” “good for him,” etc, jy 
two cases no indication was given. 

Recommendation.—Sixty-seven of the mothers stated that 


they had started treatment on their own initiative, and 43 ~ 


said they had acted on the advice of the welfare clinic 
doctor, sister, or health visitor. Twenty had been gs 
advised by female relatives (usually the grandmother), 14 by 
their family doctor, 8 by friends and neighbours, and 6 by 
dispensing chemists. 

Results.—Of the 158 mothers, 143 thought that the treat 
ment had produced the desired result, 6 were of the opposite 
opinion, 4 were doubtful, and in 5 cases no satisfactory 
answer was received. 

Infant-feeding—Of the 200 infants, 70 (35%) were said 
to be still receiving breast milk at 3 months of age. This 
compares with a recent estimate, for the same age, of 37% 
of 500 Belfast infants (Campbell and Cheeseman, 1954), Ip 
view of the small number of infants who had not received 
magnesia (42) comparison between the infant-feeding figures 
of the two groups (“ magnesia” and “no magnesia”) has 
not been attempted. 


(b) Alkaline Carminative Mixtures 


Mixtures of this type had been given to 133 of the child- 
ren. Of those who had been given magnesia (158), 107 
also had carminatives ; and of those who had no magnesia 
(42), 26 had them. The details of the mixture, pH, etc., are 
shown in Table II. From this it will be seen that these 
remedies are much less alkaline than are the magnesia pre- 
parations. Forty infants received only an occasional dose, 
23 had it regularly, and 70 had it daily for more than two 
weeks. In the “ regular” and “ daily ” group (93) 12 infants 
had received the mixtures from birth, 18 were started on 
them during the first month, 50 were started at the age of 
1-3 months, and 13 at 4-6 months. Of the infants in the 
“regular” group (23), the duration of therapy had been 
1-3 months in 10 cases, 34-6 months in 4, 8-12 months in 
6, 13 months in 1 case, and the duration was not stated in 
2 cases. A common weekly dosage was 2-3 teaspoonfuls (16 
cases). Two infants had as much as 9 teaspoonfuls weekly. 
Of the 70 infants in the “daily” group, the duration had 
been 4-3 months in 34 cases, 34-6 months in 14, 7-12 


Tas_e I1.—Alkaline Carminatives. Frequency of Dosage 


Occasional} Regular | Daily 
(Once (Twice for 
Preparation Weekly Weekly More | Total 

or Less | or More than 
Often) Often) | 2 Weeks 


this it will be seen that 86 infants received only occasional 
doses of magnesia (commonly a teaspoonful at a time), 
6 received it daily for less tham two weeks, and 66 had it 
regularly or daily for longer periods. In the last group, 6 
had been given magnesia from birth ; the majority (49) had 
been started during the first six months. Of those receiving 
regular medication (43), the duration of therapy had been 
2-6 months in 10 cases, 7-12 months in 20, 13-18 months 


*Based on a paper read at a meeting of the Ulster Paediatric 
Society on October 22, 1954. 


A OI. anethi, 2 minims (0-12 ml.). 
Sod. bicarb., (1-3 g.). 
Spirit _rectif., minims 
(46 ml.). Syr. simplex, 94 dr. 
37 g.). Aq. dest., ad. 44 oz. 

, Dose: 


100 mEq]. (Proprietary) .. 20 19 37 6 
B Similar to above but without 
spirit. pH=9. 
150 mEq/l. (Proprietary) .. 15 4 27 4 
C Both of above .. 5 5 
D Other and unspecified mixtures 5 —_ i 6 
Total oe es 40 23 70 133 
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months in 14, and over 12 months in 5 cases. The dura- 


fion was not stated in 3 cases. The usual order of daily 

was 1 (39 cases) or 2 teaspoonfuls (20 cases). Five 
infants had + teaspoonful daily, 2 had 14, and 4 had 3 
teaspoonfuls daily. 

Indications—1n 90 cases these carminatives had been 

given with a view to alleviating “ wind.” In 20 cases the 
indication had been colic, abdominal pain, or cramp; in 
é hiccup ; in 5 crossness or crying ; and in 4 teething. Other 
reasons given were “to aid sleep ” (2), “for sourness ” (1), 
“to cool her” (1), and in 4 cases no reason was stated. 
- Recommendation.—Fifty-five of the mothers began treat- 
ment of their own accord, 33 said they acted on the advice of 
a female relative, and 20 on that of friends and neighbours. 
Twelve said they were so advised by the welfare clinic, 8 
by their family doctors, 3 by chemists, and 2 by hospital 
midwives. 

Results Ninety-three of the mothers thought the results 


of the treatment were good, 29 condemned it, 4 were doubt- 


ful, and 7 expressed no opinion. 


Discussion 

Despite the retrospective nature and subjective method 
of this survey the findings in this group of children seem 
to confirm the clinical impression that the use of alkaline 
mixtures is common in infancy. In this series 184 (92%) 
of the children were said to have received some alkali 
medication at some time; often only an occasional tea- 
spoonful had been given, but in a considerable number of 
cases the mixtures had apparently been persisted with for 
prolonged periods. 

Aremarkable case of marasmus was described by Holt and 
McIntosh (1940), the infant having been fed exclusively on a 
magnesia preparation in the belief that it was a food. 
Nothing of this nature has been encountered during this 
investigation, and no obvious ill effects can be attributed 
to these medicaments. . This is in contrast to the recently 
recognized dangers of teething powders containing mercury 
which have been incriminated as possible factors in the 
aetiology of pink disease (Gaisford, 1949 ; Dathan, 1954) and 
in some cases of nephrosis (Wilson, Thomson, and Holzel, 
1952). In the present investigation teething powders of this 
type were regularly ingested by 22% of the infants : this 
figure compares with 6.9% in the Manchester region and 
37% in Warwickshire, as reported by Holzel and James 
(1952). 

Alkalosis has been considered as a possible complication 
of prolonged and heavy dosage with those magnesia prepara- 
tions of high alkalinity, especially where there has been 
concurrent vomiting. However, in a small number of infants 
receiving such dosage alkali reserve levels have always been 
within normal limits. 

Although not actively harmful, this habit of dosing infants 
with alkalis is meddlesome and unnecessary. This being so, 
it should be discouraged. These medicaments are not in- 
expensive and are often given for symptoms which exist 
only in the imagination of the mother. That their infants 
should defaecate daily with absolute regularity amounts 
almost to an obsession with many mothers, and seems to 
determine the frequent resort to magnesia. The crying and 
fretfulness so often put down to wind may well be due to 
unsatisfied hunger (British Medical Journal, 1954), for which 
carminatives are a poor remedy. It is perhaps not generally 
realized that one, of the most popular of these mixtures 
(preparation A in Table II) contains about 4% of ethyl 
alcohol, a concentration not far below that of some brands 
of beer, stout, and cider. This small amount of alcohol, 
acting as a mild soporific, may possibly serve to allay hunger 
and provoke sleep with at least a temporary alleviation of 
the infant’s discontent. 


Summary 
Of 200 apparently normal infants, 184 (92%) had 
given some alkaline mixtures at some time. 
Magnesia had been given to 158 (79%), generally for 


the regulation of the bowels, and 133 (66.5%) had 


received carminatives, usually for “wind.” Both 


magnesia and carminatives had been given to 107 


(53.5%). The main features of this “therapy” are - 


outlined, and its unnecessary nature is stressed. No 
obvious ill effects are attributed to these medicaments. 


I wish to thank Professor F. M. B. Allen for advice, Dr. Honor 
Purser for facilities to carry out this investigation, Mr. D. W. 
Neill for the biochemical estimations, and Miss Norah Hunter for 
secretarial assistance. . 
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ABO BLOOD GROUPS AND 
HYPERTENSION 


BY 


ROY D. H. MAXWELL, M.D., B.Sc. , 
Clinical Assistant, Royal Alexandra Infirmary, Paisley 


AND 


KATHARINE N. MAXWELL, M.B., Ch.B. 


Assistant Medical Officer, West of Scotland Regional 
Blood Transfusion Service 


Evidence has been advanced suggesting that there is an 
inherited predisposition to arterial hypertension. The 
influence of heredity in the development of cerebral 
haemorrhage was examined by Dieulafoy (1876) and 
Raymond (1907). Broadbent (1897) and Allbutt (1915) 
recognized inheritance as a factor leading to essential 
hypertension. A familia] incidence has been shown by 
Weitz (1923) and Ayman (1933). Platt (1947) found a 
hereditary factor in 76-86% of cases of essential hyper- 
tension, and concluded that this is a hereditary disease 


‘conveyed as a Mendelian dominant, with a rate of 


expression of more than 90%. Thomas and Cohen 
(1955) have determined the relationship of inheritance 
of hypertension to the associated conditions, coronary 
artery disease, obesity, and diabetes. 

The examination by Waterhouse and Hogben (1947) 
and Allan (1953) of fertility and abortion, together with 
the demonstration by Struthers (1951) of an excess of 
group A children dying from bronchopneumonia, has 
been followed by the relationship of ABO groups in 
cancer of the stomach; by Aird ef al. (1953). Later Aird 
et al. (1954) have shown that there is a relative increase 
in the numbers of Group O subjects among those who 
have peptic ulceration. 

We have therefore determined the ABO frequency dis- 
tribution in a series of patients with essential hyper- 
tension. 

The majority of the patients in this series (1,790) 
attended between 1948 and 1954 at the West of Scot- 
land Regional Blood Transfusion Centre for venesection, 
being referred by their doctors because of hypertension. 


i 
| 


ee 


= 


180 Jury 16, 1955 


BLOOD GROUPS AND HYPERTENSION 


The remainder were investigated by Graham and 
Maxwell (1954); the criteria for diagnosis have been 


‘recorded. The age distribution at the first examination 


is recorded in Table I. 


TasBLe I.—Hypertensive Age Distribution 


Males | Females 

No | No. % 
Under 49 3 0-50 13 0-84 
54 12 2.01 33 3-42 
53-59 84 14-07 253 16-32 
205 34-35 478 30-84 
65-69 227 38-02 $21 33-61 
70+ 6 | 1105 232 14-97 

Total 1,350 


The control series was provided by 7,418 consecutive 
new registrations of blood donors at the transfusion 
centre. Blood groups were all determined at this centre, 
using the methods described by the M.R.C. (1943, 1952). 


Results 
The distribution of groups in our series of 2,147 cases in 
comparison with the control series of 7,418 cases is shown 
in Table II. 
TasBLe II.—Basic Data 


Hypertensi 
Blood ypertension 
Control 
Group | | Males Females Total 
3,853 309 | 829 1,138 
A 2485 209 | 513 722 
B 817 72 165 237 
AB 263 7 43 
Total 7418 || 1,830 2,147 


The percentage group frequencies and the percentage 
increase or decrease on control, together with the sex inci- 
dence in hypertensive patients, are given in Table III. 


Taste III.—Percentage Group Frequencies 


Increase Hypertension 
Blood Control Hyper- or Sex Distribution 
Group tension Decrease 
Oo 
A 
B 


on Control! °% Male % Female 


51-94 53-04 +2:12 51-76 53-48 
33-50 33-62 +0-36 35-01 33-10 
11-01 11-02 —0-72 12-06 10-65 
AB 3-55 2:32 — 34-65 1-17 2:77 


From this it can be seen that there is little difference in 
distribution except in the AB group. However, the differ- 
ence in relative frequency of the four blood groups between 
the hypertensive cases and the control cases is not significant 
(x’=7.815, 0.05>P>0.01). The difference is due almost 
entirely to a deficiency of hypertensive cases in the AB 
group. A slight excess of cases in Group O, 18 greater than 
expectation, is not significant. 

The rhesus group frequencies are recorded in Table IV. 
The RhD-negative percentage of a smaller group of hyper- 
tensive patients is recorded, being those who presented 
between 1950 and 1954. The difference in Rh incidence 
between those and the control series of new registrations is 
not significant, 


TasBLe [V.—Rhesus Group Frequencies 


Rhesus- | Rhesus- Totat | % Rhesus- 
positive negative negative 
Control .. ee 1,255 263 1,518 17-3 
Hypertension .. 1,034 213 1,247 17-1 
Discussion 


Hypertension and peptic ulceration are believed to have 
several factors in common. The mechanisms of control of 
the blood pressure and the gastric secretion are similar. 
Eppinger and Hess (1915) linked hypertension with peptic 


ulceration, suggesting a common basis of autonomic im. 
balance, and it is possible that stress produces a mainly 
vasomotor, or gastric secretomotor, response. In view 
the Group O disadvantage in peptic ulceration, it would Not 
have been surprising to find an ABO relationship in essenyi 
hypertension. However, as Aird ef al. (1954) have com. 
mented, there must be an assumption that there is no asso- 
ciation in the absence of strong evidence. The results of 
this survey show no significant difference in the O, A, and 
distributions in the hypertensive and control series. The 
slight advantage in the AB group, particularly in Males, js 
due probably to the relatively small number involved, 


Conclusion 


The distribution of blood groups in 2,147 patients with 
essential hypertension has been examined, and no Signi- 
ficant difference in incidence in the O, A, and B 
distribution has been found in comparison with the 
distribution in a control series of 7,418 donors, Ap 
apparent slight advantage in the AB group is regarded 
as due to the limited sample. It is concluded that, 
although an inherited factor in essential hypertension 
is accepted, there is no association with ABO inheritance 


We are indebted to Dr. J. Wallace, regional director of the 
Blood Transfusion Service, for advice and access to records, and 
to Dr. J. Gibson Graham, senior physician, Royal Alexandra 
Infirmary, Paisley. Dr. J. B. St. V. Weir, Department of Physio. 
logy, University of Glasgow, provided statistical assistance. 
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RUPTURED SPLEEN 
REPORT OF FIVE CASES 
BY 


A. G. ELLERKER, M.S., F.R.C.S. 
Royal Free Hospital, London 


Rupture of the spleen is a clinical problem and valuable 
time may be wasted in carrying out unnecessary inves 
tigations, with a corresponding increase in the mortality 
rate. The clinical signs depend on the degree of damage 
to the splenic tissue and the rate of bleeding. Ballance’s 
sign is regarded as a classical manifestation but is by 00 
means always present, depending as it does on th 
development of a large perisplenic haematoma and free 
intraperitoneal blood. Perhaps the most valuable sign, 
taken in conjunction with the other physical findings, 8 
the presence of left shoulder pain ; this may be present 
spontaneously ; it can be elicited by raising the foot of 
the bed or by pressure on the phrenic nerve in the neck 

Between October, 1952, and May, 1953, five cases of 
rupture of the spleen were admitted to the Royal Free 
Hospital. Splenectomy was performed successfully ® 
all five cases. 
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Traumatic Rupture 


Case 1—Male aged 17. Road accident. Concussion 
with retrograde amnesia. On admission, conscious and 
fully co-operative. Examination revealed a_ superficial 
jaceration of the scalp ; no other positive physical signs. In 
yiew of the retrograde amnesia he was detained for observa- 
tion, Three hours after the accident he experienced a 
sudden severe pain in the left hypochondrium and left 
shoulder region. Examination showed a rigid tender upper 
abdomen. Laparotomy through a deft upper paramedian 
incision. Haemoperitoneum and ruptured spleen. Splenec- 


tomy. 

Case 2.—Male aged 6. On admission shocked; pulse 
rate 150 ; blood pressure 80/60 mm. Hg. He complained of 
severe abdominal pain, and on examination there was 
marked guarding down the whole of the left side of the 
abdomen, which did not move on respiration. No external 
bruising. There was a fracture of the left tibia. After 
resuscitation, laparotomy through a left paramedian in- 
cision. Haemoperitoneum and a severely lacerated spleen. 
Splenectomy. 

Case 3—Male aged 40. Road accident. On admission 
shocked ; blood pressure 90/70 mm. Hg; pulse rate 80. 
Multiple fractures. Tenderness in the left hypochondrium. 
Blood transfusions were given, but subsequent abdominal 
examinations showed progressive distension, dullness in both 
flanks, and absence of bowel sounds. The pulse rate had 
risen progressively, but the blood pressure remained steady 
at 106/66 mm. Hg. At laparotomy haemoperitoneum and 
ruptured spleen. Splenectomy. 


Rupture in Infectious Mononucleosis 


Case 4.—Male aged 19. Fell over while running for a 
bus and was unconscious for about five minutes. On exam- 
ination he was found to have a superficial graze over the 
left frontal region. Blood pressure 120/80 mm. Hg; pulse 
regular, good volume, rate 98 a minute. No abnormality 
in the central nervous system, chest, or abdomen, but there 
were some small discréte posterior cervical glands. In view 
of his period of unconsciousness he was detained for 
observation. Two hours after admission, while defaecating, 
he suddenly developed acute upper left-sided abdominal 
pain which spread to both shoulders. His pulse rate rose 
to 106, the volume was poor, and his blood pressure fell to 
60/6 mm. Hg. Examination showed him to be pale and 
restless ; his extremities were cold but he was not sweating. 
There was tenderness below the left costal margin with 
rigidity down the whole of the left side. The peritoneal 
release sign was positive and there was dullness in the left 
flank. Bowel sounds were absent. Blood transfusion was 
started and operation carried out. 

Operation (November 8, 1952).—Left upper paramedian 
incision. Haemoperitoneum. Spleen enlarged with gross 
tears across surface, compatible with a crushing force pro- 
duced by the ribs. No other abnormality apart from en- 
larged nodes around the coeliac axis. Splenectomy and 
excision of a coeliac node for biopsy. 

Post-operative convalescence was satisfactory until the 
third day, when he developed a sore throat and a tempera- 
ture of 100.2° F. (37.9° C.). On examination marked sup- 
purative tonsillitis and pharyngitis together with enlarged 
tender glands in both anterior and posterior triangles of 
the neck, the axillae, and groins. 

Subsequently the following relevant investigations were 
carried out:—Throat swab: £-haemolytic streptococci. 
Haemoglobin, 78% ; W.B.C. 19,450 per c.mm. (polymorphs 
29%, lymphocytes 71%). X-ray examination of the chest 
formal. Paul—Bunnell test positive to 1:5,120; after 
absorption with guinea-pig kidney this result was not signi- 
ficantly changed. Absorption with ox red cells reduced the 
titre to 1: 640. 

The histological reports on the excised coeliac gland and 

were compatible with a diagnosis of infectious mono- 
hucleosis and are reported elsewhere. 


The course of his infectious mononucleosis was subse- 
quently uneventful and he was discharged to convalescence 
three weeks after admission. 


Spontaneous Rupture Due to Carcinoma of Colon 


Case 5.—Female aged 61. Had been seized with sudden 
severe cramp-like abdominal pain while in bed. The pain 
was situated in the upper abdomen and was aggravated by 
movement. 

She had been quite well until six months before admis- 
sion, but since that time had suffered from indigestion, 
flatulence, poor appetite, and loss of weight. Two months 
previously she had a griping pain in the left groin, relieved 
by passing flatus, and one month later a shivering attack 
associated with vomiting. Since then she had had “ night 
sweats” and a feeling of tiredness. Her bowels had been 
loose but regular, and on occasion she had passed a little 
bright red blood. For two days before admission her 
bowels had not been open. 

On examination a well-covered woman, pale, sweating, 
and in pain. Blood pressure 90/70 mm. Hg. Pulse 136. 
Temperature 97.6° F. (36.4° C.). Respirations 32. Tongue 
dry and furred. Abdomen: Generalized tenderness and 
guarding. Moderate distension. A large, hard mass arising 
from the pelvis. The percussion note was dull in both 
flanks, and a few bowel sounds were present. On raising 
the foot of the bed, pain was felt in both shoulders. Rectal 
examination revealed a large smooth swelling in the pouch 
of Douglas, and on vaginal examination this was continuous 
with the suprapubic mass. Catheterization yielded 2 oz. 
(57 ml.) of clear urine. 

After resuscitation laparotomy was performed through a 
long left upper paramedian incision. There was a haemo- 
peritoneum with a few large clots around the spleen, which 
had ruptured on its convex surface. The splenic flexure 
of the colon was the seat of an annular constricting carci- 
noma firmly adherent to the spleen, tail of the pancreas, and 
left kidney. The uterus contained one large intramural and 
several smaller fibroids. There were no metastases in the 
liver or the regional lymphatic nodes. 

After mobilization, the left half of the transverse colon, 


great omentum, splenic flexure, and upper half of the . 


descending colon, together with the adherent spleen, tail of 
pancreas, left suprarenal gland, and left kidney were re- 
moved en bloc. Intestinal continuity was re-established by 
end-to-end anastomosis of the colon. Subtotal hysterectomy 
was then carried out. A corrugated drain was placed in the 
splenic bed and brought out through a separate stab in- 
cision in the loin. After peritoneal toilet the abdomen was 
closed. 

Post-operatively she developed a small left subphrenic 


abscess which drained spontaneously through the stab in- . 


cision. She was subsequently discharged, and when last 
seen was perfectly well with no clinical evidence of recur- 
rence 27 months after the operation. 

Microscopical examination of the organs removed showed 
that the colon had become adherent to the splenic veins in 


the region of the hilum, leading to thrombosis and septic .. 


infarcts in the spleen ; rupture had presumably taken place 
through one of these, 
Summary 


Five cases of rupture of the spleen are reported. 
Three were traumatic in origin. Case 4 is a further 
example of splenic rupture occurring in a case of infec- 
tious mononucleosis. Case 5 is believed to be an 
unusual example of spontaneous rupture of the spleen 
due to a carcinoma of the splenic flexure of the colon. 


Cases 1, 2, and 5 were admitted) under the care of Mr. 
Rodney H. Maingot, Case 3 under the care of Mr. Charles H. 
Gray, and Case 4 under the care of Mr. George Qvist. I wish to 
express my sincere thanks to these surgeons for allowing me 
to publish these cases and, in addition, to operate on Cases 1, 4, 
and 5. 
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Medical Memoranda 


Encephalitis in Infants Following Vaccination with 17 D 
Yellow Fever Virus : Report of a Further Case 


Attention has recently been drawn to the occurrence of 
encephalitis as a possible complication of the vaccination 
of infants with 17D yellow fever virus. Following the 
initial report of Smith (1954), who described its occurrence 
in a child of 5 weeks, two further cases were reported. Haas 
(1954) described the condition in an infant of 8 weeks and 
Scott (1954) in an infant of 13 weeks. These are the only 
cases which have been reported in Great Britain, although 
Parish (1954, personal communication) states that he is 
aware of one other case, in an infant of 3 months. 

A further case of meningo-encephalitis in an infant follow- 
ing vaccination with 17 D yellow fever virus is reported. 


CASE REPORT 


A child of 7 weeks was vaccinated with 17 D yellow fever 
virus on July 24, 1953, at the Immunization Clinic, Glasgow. 
Seventeen days after the vaccination the child, who had 
been well, was noticed to be cross and feverish. His mother, 
who was a trained nurse, was not unduly worried and did 
not seek medical advjce. The child remained in this state 
for the next two days, having no feeding or bowel disorders. 
He became increasingly drowsy, however, and on the 
twentieth day after vaccination his eyes began to roll, his 
limbs began to twitch, and he had a frank convulsion. His 
temperature, taken by his mother, was 102° F. (38.9° C.), 
and, according to the mother, the anterior fontanelle was 
bulging. The family doctor was at last called and the child 
was admitted to hospital. 

Two days before the onset of the signs of illness the infant 
had been vaccinated against smallpox, but this was un- 
successful. There was no reaction either at the site of 
the smallpox vaccination or at the site of the vaccination 
against yellow fever. 

On admission to hospital the infant was noted to be well 
developed but restless and irritable. He had a pyrexia of 
100.8° F. (38.2° C.). Apart from exaggerated tendon reflexes 
no other abnormality was found on physical examination. 
Shortly after his admission he developed three further con- 
vulsive seizures. 

Investigations—The haemoglobin was 106% and the 
leucocyte count 13,000 per c.mm. The cerebrospinal fluid 
was clear but under increased pressure; the protein was 
100 mg. per 100 ml., with an increase in the globulin; 


the sugar was 37.2 mg. per 100 ml.; and the chlorides 


738 mg. per 100 ml. The cells were 55 per c.mm, (90%, 
lymphocytes and 10% polymorphs). No acid-fast bagijj 
were found and there was no growth on culture, 

Two days after admission the temperature had re 
to normal, but further examination of the cerebrosping) 
fluid two, five, and eight days after admission revealeg a 
raised protein content, reaching a maximum of 140 mg. per 
100 ml. but falling to 30 mg. per 100 ml., with an increase 
in globulin. The cell counts remained elevated, reachj 
a maximum of 88 per c.mm. but falling to 11 in the final 
sample ; the majority of the cells were lymphocytes. There 
was never any growth on culture and no acid-fast bacijij 
were demonstrated. The Mantoux test was negative op 
two occasions and a radiograph of the chest revealed no 
abnormality. 

The infant settled very quickly without antibiotic therapy 
and was discharged from hospital sixteen days after admis. 
sion. At a follow-up examination three weeks later the 
infant was well and no untoward signs had been noticed 
in the interval. 


DISCUSSION 


Although, according to Theiler (1948), 5% of all who are 
vaccinated with 17 D yellow fever virus have a mild reaction 
about the seventh day, meningitic symptoms are not usually 
experienced. With the exception of the series described 
in Brazil by Fox et al. (1942), when a substrain of the 17D 
virus with an enhanced neurotropism was incriminated, al] 
the described cases of encephalitis following vaccination with 
17 D virus have occurred in infants. In the Brazilian series 
the most severely affected cases were children. 

Yellow-fever vaccine is prepared from chick embryos 
infected with the living attenuated strain of pantropic 
(neurotropic and viscerotropic) virus (17 D), and, according 
to Fox ef al. (1942), it is still capable of producing encepha- 
litis in mice, although after a more prolonged incubation 
period. It is the practice not to modify the dose of yellow- 
fever vaccine (0.5 ml.) with age, and infants of even the first 
week of life receive the same dose as adults, although 
Theiler (1948) states that smaller doses of vaccine can pro- 
duce adequate immunity. It may be that some modifica- 
tion of the dose in infants is desirable. 

In this country it was recommended, at a conference at 
the Ministry of Health in 1948, to separate vaccination 
against yellow fever and primary vaccination against smal 
pox by an interval of not less than four days when the 
yellow-fever inoculation is given first, and twenty-one days 
when the primary inoculation against smallpox has already 
been done first (see Parish, 1954). This precaution is not 
carried out in all other countries—where, for instance, the 
French Dakar strain of yellow-fever virus is often used 
simultaneously with smallpox vaccination. 

Of the three previously reported cases, only the child 
described by Haas had been vaccinated against smallpox, 
and then two days prior to the onset of illness (personal 
communications from the authors). While it is impossible 
to be dogmatic in the present state of our knowledge, it is 
unlikely that vaccination against smalipox plays any part 
in the occurrence of this complication. 

The incidence of the complication is not known, It 
Glasgow over the period January 1, 1950, to December 31, 
1954, 17.040 persons of all ages were vaccinated with 17D 
yellow-fever virus with no more than an occasional report 
of malaise or sickness. Of these 17,040, however, only 
103 were children of 3 months or younger and only 174 
were under the age of 7 months. If this is a complication 
of young infants the incidence may be underestimated if it 
is taken in relation to the total numbers of persons vac 
cinated irrespective of age. The case described is the onl) 
untoward reaction to 17D yellow-fever vaccination thal 
has been brought to our attention. 

Further information is still required. Whether the casé 
described are, in fact, complications of 17D yellow-fever 
virus vaccination or are, as Roodyn (1954) suggests, perhaps 


FE FF 


| 
d 
= 
Rect 
endo 
(195: 
fore 
exten 
Th 
of 
4 after 
there 
was ¢ 
latera 
degre 
seven 
gresse 
memt 
imme: 
in the 
and a 
taneot 
No evi 
sound: 
admin 
50 mg 
Initi 
the ai 
cathete 
‘ This v 
first se 
infant 
respira 
regular 
direct 
trachea 
by the 
Was Cal 
five mii 
sional 
Tespirat 
hours t 
Durit 
baby de 
the legs 
Ocular 


jury 16, 1955 


-idental remains to be seen. If encephalitis is a true 
complication, in infants, of this important immunological 
wre, then the exact cause and incidence have yet to 
be ascertained. 

[ am indebted to the late Dr. Siuart I. A. Laidlaw, when 
Medical Officer of Health for the City of Glasgow, and Dr. J. H. 
Hutchison, consultant paediatrician, Royal Hospital for Sick 
Children, Glasgow, for permission to report this case. My thanks 
gre also due to Dr. H. J. Parish, of the Wellcome Research 
Laboratories, for the interest he has shown. 

Since this paper was submitted a further case in an infant 
of 3 months has been reported by Beet (1955). 


W. O. THomson, M.B., Ch.B., D.P.H., 
Assistant Divisional Medical Officer, Corporation of Glasgow. 
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Late Result of Prolonged Endotracheal Insufflation in 
Asphyxia Neonatorum 


Recovery from asphyxia neonatorum following prolonged 
endotracheal insufflation has been described by Lord et al. 
(1953) and Holmes and Payne (1955), but no follow-up of 
these cases is reported. The case reported here may there- 
fore be of interest, and should make one consider to what 
extent “ heroic” attempts at resuscitation are justified. 


REPORT 


The mother was a secundigravida aged 30. In her first 
pregnancy, five years previously, the foetal head failed to 
engage until labour began at full term. Normal delivery 
of a female infant weighing 6 lb. 11 oz. (3 kg.) had occurred 
after a labour lasting 27 hours. In her present pregnancy 
there had been no complications, but the sacral promontory 
was easily reached on vaginal examination, and a standing 
lateral x-ray film of the pelvis at 40 weeks confirmed a slight 


degree of disproportion. Labour began spontaneously . 


seven days after the estimated date of delivery and pro- 
gressed normally, the first stage lasting 8} hours. The 
membranes ruptured 24 hours before delivery, and this was 
immediately followed by descent of the head into the pelvis 
in the R.O.A. position. The second stage lasted 20 minutes 
and an 8 Ib. 13 oz. (4 kg.) male infant was born spon- 
taneously in a state of white asphyxia. There had been 
no evidence of foetal distress as judged by the foetal heart 
sounds or meconium staining of the liquor. Pethidine was 
administered on two occasions—100 mg. 4$ hours and 
50 mg. 14 hours before delivery. 

Initial treatment by the midwife included aspiration of 
the air passages, administration of oxygen by intranasal 
catheter, and lobeline, 3 mg., by intramuscular injection. 
This was followed by immersion in a warm bath. When 
first seen by the medical staff 15 minutes after delivery the 
infant was completely flaccid, the skin was mottled, and 
respirations were absent, but the apex beat was strong and 
regular at 60 a minute. Aspiration of the air passages under 
direct vision and intubation with a No. 00 Magill endo- 
tracheal tube with side-arm was performed. Insufflation 
by the method recommended by O’Brien and Roberts (1952) 
Was carried out and nikethamide, 1 ml., administered. After 
five minutes the skin became pink and after one hour occa- 
sional intermittent respiratory gasps occurred. Regular 
respirations were established after 1} hours, and after two 
hours the baby was transferred to an oxygen tent. 

During the next 24 hours muscle tone returned and the 
baby developed a decorticate attitude, all limbs being rigid, 
the legs in extension and the arms in flexion. No external 
Ocular movements were present. There was marked 
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opisthotonos and the fontanelles were tense. Extreme irrit- 
ability occurred after the slightest stimulus. The baby was 
cot-nursed in a dark room and was given chloral hydrate, 
1 gr. (65 mg.) three-hourly, vitamin K, 10 mg. six-hourly, 
and penicillin, 30,000 units six-hourly. Spasticity and 
irritability decreased steadily and sedation was discon- 
tinued on the sixth day. The baby sucked well from 
the second day and by the 13th day was fully breast-fed. 
A steady gain in weight was maintained after the eighth 
day. Mother and baby were discharged on the 15th day, 
the infant weighing 8 Ib. 11 oz. (3.9 kg.). He appeared to 
be thriving and there were no obvious abnormal neuro- 
logical signs. The fontanelies were not tense. The circum- 
ference of the head had increased { in. (1.6 cm.) since birth. 

The infant has been followed up for one year. When 
10 weeks old he was feeding well and gaining in weight, 
the arms were not spastic, but the knee-jerks were increased. 
Thereafter, spasticity increased, and it soon became obvious 
that the baby was blind. Its condition at the time of writing 
was pathetic—head control was that of a 3-months-old baby, 
and convulsions, which started at the age of 6 months, were 
partly controlled by primidone (“mysoline”). |The head 
circumference was 164 in. and there was a marked kyphosis. 
There was complete atrophy of the left optic disk ; the right 
could not be visualized, but no light reflex was present. All 
limbs were spastic, but there had been slight improvement 
following physiotherapy. 


COMMENT 


Three major questions arise from this case. 

1. How long can the foetus survive anoxia unscathed ? 
We can assume that the period of anoxia in this case was 
20-30 minutes. Total anoxia for 30 minutes has been 
followed by survival, but the effect on the higher centres 
is not known (Walker, 1954). Of 900 spastic or convulsive 
children there was a history of asphyxia at birth in 70% 
(Schreiber, 1938). In the case reported by Holmes and 
Payne anoxia was of at least 20 minutes’ duration, but, in 
view of the case reported above, it cannot be agreed that 
the normal appearance of the child and its capacity for 
suckling are evidence of an intact nervous system. 

2. How persistent and how determined should be our 
efforts at resuscitation ? Holmes and Payne say, “ Persevere 
as long as the heart beat is maintained.” As a means of 
saving life this is undoubtedly true, but only a careful follow- 
up of many cases will show the likelihood of permanent 
morbidity. The use of endotracheal insufflation is almost 
certainly the most effective method of resuscitation available 
at present, and with skill and practice there should be little 
risk of trauma to the respiratory passages. 

3. How can an outcome such as this be avoided 2? This 
largely depends upon whether the cerebral damage is a cause 
or a result of the asphyxia. In the former cases more 
careful assessment and treatment of disproportion and other 
abnormalities of labour will help, but, in the latter, improve- 
ment must centre round earlier and more efficient resuscita- 
tion. The difficulty usually is to get medical aid soon 
enough, but adequate oxygenation can be maintained by the 
midwife by the administration of intragastric oxygen. This 
does not get rid of excess carbon dioxide, and possibly 
gastric distension inhibits the onset of respirations, but it is 
a useful interim measure. Donald (1954) has emphasized 
the importance of preliminary aspiration of the stomach as 
well as the air passages. 


My thanks are due to Mr. Anthony W. Purdie and Dr. I. G. 
Wickes for permission to publish this case. 


Bryan M. Hripparp, M.B., D.Obst.R.C.O.G., 
Formerly Obstetric Registrar, 
North Middlesex Hospital, London, N.18. 
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CRUELTY TO CHILDREN 


The Prevention of Cruelty to Children. By Leslie George 

Housden, O.B.E., M.D. (Pp. 406. 28s.) London: Jonathan 

Cape. 1955. 
Dr. Housden treats his subject under three heads: the past, 
the present, and the future. The section dealing with the 
past is a carefully documented account of much that might 
have come straight from Dickens, much that is revolting, 
and some that is yet perilously near home. Here as else- 
where throughout the book the author draws heavily from 
a rich treasure-house of case material—the files of the 
National Society for the Prevention of Cruelty to Children, 
an organization tracing its roots to the early sister societies 
of Liverpool and London founded in 1883 and 1884, The 
present shows improvement, really substantial improvement, 
evidenced in three main directions: a striking fall in the 
number of prosecutions for neglect and cruelty; a big 
reduction in the drunkenness that used to be a heavy con- 
tributor to these things; and a reduction in the incidence 
of malnutrition, in which the author believes that important 
factors have been the introduction of school dinners and 
school milk and the ubiquitous fish-and-chip shop. But 
no one should be misled by certain improvements in our 
children and in the conditions surrounding them. There 
is still plenty of scope for improvement. There are the 
appalling housing conditions prevalent in many of our cities 
and much of our countryside—housing evils which points 
systems for the allocation of new houses do not always 
meet. And with this deplorable housing so often goes 
improvidence and the absence of all moral values. Much 
is acquired “on tick,” and, as the author says, some of 
these people spend £12 on a rocking-horse but will not buy 
blankets. Some struggle heroically with adversity, but it is 
not surprising that some, like those who would be worse 
off if they worked, become lazy, shirkers, criminals. There 
is a chapter, contributed by Dr. R. W. L. Ward, on the 
hopeless home and the problem people to be met in it, 
which raises the query, Is it surprising that the children of 
these homes find in later life that prison is not too bad a 
place after all? 

Starting from the definition that “any child who is fre- 
quently unhappy is the victim of cruelty,” the author 
reviews some of the prominent aspects of cruelty in our 
time—the irresponsible father, drink, moral danger, mental 
deficiency of a parent, mental deficiency of the child, 
unwanted children, neglect. Looking to the future, he deals 
with the cradle of cruelty, believing that it is time that more 
notice was taken of environment, both personal and material, 
in its effect on the expanding character of young people ; 
if the £300—-£400 a year spent on a maladjusted child had 
been partly spent earlier on his parents the money would 
have earned good dividends. What is it that prevents the 
spending of money on “good” people? We never stint 
it om the bad ones. 

Among the major causes of unhappy childhood are listed 
haphazard marriages and working mothers ; the need for a 
mother to take employment out of the home might not 
arise if her husband worked a little harder or contributed a 
higher proportion of his earnings to the upkeep of the home. 


‘Among the remedial measures suggested are education in 


the home—whether by health visitors, home advisers, 
problem-family welfare officers, family service units, or some 
other machinery ; the possibility of residential training for 
mothers; formal schoo! instruction of young people in 
parentcraft; youth clubs properly guided, for the youth 
club of a leader who cannot lead is no counter-attraction 
to the lively streets. The means of prevention are arranged 
in four groups: the need for improving the home; the 
provision of a healthier social environment for the young ; 
the inculcation of greater parental responsibility for the 


welfare of children; and, above all, the need to 
potential parents before the birth of their first-born, 
This book is a major document which should be reag by 
all who are interested in social conditions and social Welfare 


in our time. 
FERGUson, 


BLOOD COAGULATION 


The Coagulation of Blood: Methods of Study. Edited 
Leandro M. Tocantins, M.D. (Pp. 240; illustrated. 95.79) 
New York and London: Grune and Stratton, 1955, 

The techniques available for the study of blood-clotting 
factors are now so varied that it is difficult for individygj 
research workers or members of laboratory teams to be 
acquainted with them all. In 1951 the National R 
Council in the U.S.A. appointed an advisory panel on blood 
coagulation, composed of well-known investigators, tg 
clarify and simplify the current nomenclature on this com. 
plex subject and also to give careful consideration to the 
laboratory procedures used to study the changes occurring 
in the blood during the clotting process. The present book, 
produced under the aegis of this panel, is both comprehensive 
and authoritative, though at the present time when new 
methods of approach are constantly being elaborated it does 
not claim to set out any “standard” techniques. 

In its 13 chapters a wide range of material is clearly and 
fully covered from the laboratory viewpoint. The first 
chapter is devoted to the preparation and maintenance of 
apparatus and glassware, methods for blood collection, and 
the solutions required for coagulation studies. A section on 
simple experiments to demonstrate to beginners those dig 
crepancies in results which may be caused by faulty or care. 
less technique is both original and instructive. In subse- 
quent chapters whole-blood clotting time, clot retraction, the 
role of platelets, thromboplastin, thrombin, fibrin, fibrinolysin, 
and anticoagulants are considered clearly and concisely from 
the theoretical, and in detail from the practical, aspect. An 
appendix gives the synonyms for components influencing 
blood coagulation. There is also a useful list of general 
references, while at the end of each chapter selected original 
articles are set out to enable the reader to consult the rele- 
vant literature. 

This should be a most valuable book, since it combines 
in one small volume details of a wide range of techniques 
previously scattered in books and journals. It is a pity that 


‘such a useful letterpress should be accompanied by such 


poor typography and general production. Even for a book 
whose value cannot but be temporary, both paper and bind 
ing are too inferior in quality to stand up to the hard wear 


which its contents deserve. 
H. PAYLING WRIGHT. 


A GERMAN TEXTBOOK OF ANATOMY 


Rauber-Kopsch Lehrbuch und Atlas der Anatomie des 
Menschen. By Dr. Fr. Kopsch. 19th edition. Volume 1. 
(Pp. 736+vii; illustrated. DM. 64.50.) Stuttgart: Georg 
Thieme Verlag. 1955. 
This great textbook of anatomy is in many ways unique. 
It is the only German textbook in which text and illustra 
tions are combined as one inseparable unit, and it now 
appears in its nineteenth edition under an editor who has 
been associated with it for more than fifty years. It is ia 
two volumes, the first of which covers the skeleton, muscles, 
and blood vessels, and this we are now privileged to review. 
Professor Kopsch in his preface points out that without 
a thorough knowledge of form function cannot be under 
stood. He has, however, succeeded in presenting anatomical 
form with such clarity that function becomes obvious. The 
illustrations are superb—in choice, in accuracy of detail, and 
in production. The descriptions are brief and clear, amd 
call attention to points which might otherwise be missed. 
A striking feature of the volume is the space devoted t0 
histology and to the minute structure of the cell. It# 
plainly a branch of anatomy which has a special appeal for 
Professor Kopsch, and the reader will share his interest 
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he studies the exquisite photograph of nuclear divisicn 
ced by the professor himself in 1892. When one finds 
many other perfect histological studies prepared by him- 
and drawn by Krause, one realizes that we touch the 
tion stones of a great science. 
The illustrations themselves form a complete atlas of 
human anatomy. Most of them are from preparations made 
Professor Kopsch himself ; they are drawn with great 
skill and beautifully reproduced, many in colour. In con- 
ception and in execution they surpass any other series we 
have ever seen. One cannot but be a little jealous of the 
students who have at their disposal such an entry to what is 
in many ways the most fascinating of all human studies. The 
text is a mine of information of great value, the result of a 
yast experience. The whole is the life work of a great 
anatomist, a superb achievement, and an inspiration to all 
those who will succeed him. 
HENRY SOUTTAR. 


PORPHYRINS 


ins: ir Biological and Chemical Importance. B 
by C. Rimington, D. 
DSc. F.R.S. (Pp. 258+xv; illustrated. 50s.) London: 
Hilger and Watts Ltd. 1954. 

This book is a revised edition of Professor Vannotti’s 

German monograph on the same subject published in 1937, 

which had been largely rewritten in French and modern- 

ized up to 1952. The excellent translation by Professor 

Rimington almost gives the impression of a work originally 

written in English. It is unfortunate that owing to delay 

in publication the few references to work during the last 
two or three years appear only as footnotes to the text. 

The book is broad in outlook, beginning with a discussion 
of the chemistry of the porphyrins and describing in detail 
methods of extraction and the distribution of porphyrins in 
nature before considering porphyrin metabolism in man. 
The result is an informative and readable account of the 
subject which is not overloaded with detail in any one 
section. 

The treatment of the subject is slightly unorthodox in 
some respects, particularly in the emphasis placed on vitamin 
deficiency in relation to porphyria and in the effects of 
vitamins in treatment. The section on porphyrin metabolism 
in general diseases is particularly interesting and complete, 
and Professor Vannotti describes in detail his own contri- 
butions on the interrelation of porphyrins, vitamins, and the 
liver. Some of the chapters would have been easier to 
follow with more subheadings. The well-produced plates 
illustrate some unusual aspects of the porphyrias and give 
much useful information on fluorescence spectra not readily 
obtainable elsewhere. 

While it cannot be claimed that all sections of the book 
are completely authoritative and up to date, it can be cor- 
dially recommended to all interested in porphyrin meta- 


N. F. MACLAGAN. 


CARE OF THE MOTHER 


Antenatal and Postnatal Care. By Francis J. Browne, M.D., 
DSc., F.R.C.S.Ed., F.R.C.O.G., and J. McClure Browne, 
BSc., M.B., B.S., F.R.C.S.Ed., F.R.C.O.G. 8th edition. 
(Pp. 672+viii; illustrated. 37s. 6d.) London: J. and A. 
Churchill Ltd. 1955. 
This book is both a classic and a best seller which does not 
require detailed description or even commendation. Its 
merits are well-known, and there can be few who practise, 
or aim to practise, obstetrics in this country who do not 
possess a copy. Examiners who have not read it are never- 
theless familiar with it, for candidates for higher diplomas 
are wont to quote it frequently and at length. It has been 
translated into Spanish and Chinese, and now reaches its 
tighth English edition within 20 years. The major change 
is that Professor McClure Browne now jéins his father as 
part-author ; the only other contributors are Dr. Grantly 
Dick Real on “ The Influence of the Emotions on Pregnancy 
and Parturition,” and Professor J. Chassar Moir on “ The 


Uses and Value of Radiology in Obstetrics.” The latter’s con- 
tribution, beautifully illustrated, deserves special mention. 
Although there are no new chapters, the book is gradually 
growing by way of an increase in number and size of the 
pages and of a decrease in the size of the print. Postnatal 
care remains confined to one chapter which is decreasing 
in length, and this fairly reflects modern opinion on the 
limited if not negligible value of routine postnatal examina- 
tion of the symptomless patient. 

It is clear that one of the authors’ problems has been to 
distinguish antepartum from antenatal care so as to avoid 
intrapartum care so far as possible. In this matter there 
are great difficulties, for it is impossible to describe the treat- 
ment of placenta praevia and of toxaemia of pregnancy 
without discussing the delivery in such cases. Similarly, the 
management of contracted pelvis must inevitably contain 
details of the conduct of trial labour. Yet the section on 
breech presentation excludes breech delivery, and it is doubt- 
ful whether the place of external version before labour can 
be properly considered without this. The surmounting of 
most of these difficulties is merely one example of the skill 
which has gone to the making of a book which will long 
continue to hold a place in the first line of the world 
obstetrical literature. 

é‘ T. N. A. JEFFCOATE. 


DIFFERENTIAL DIAGNOSIS 


Differential Diagnosis of Internal Disease. By Julius Bauer, 
.C.P. 2nd‘edition, revised and enlarged. (Pp. 987 
+xiv; illustrated. $15.) New York and London: Grune 
and Stratton. 1955, . 
Professor Julius Bauer’s well-known textbook has deservedly 
reached a second edition within five years. It is a monu- 
mental work for one man to achieve, and he is to be 
congratulated on its excellence and balanced presentation. 
The first part deals with common symptoms, often illustrated 
by case reports; the second part is devoted to leading 
physical signs. If any criticism is to be offered, it is that 
lists of references are not needed in a book of this kind, 
and the space they occupy might well be used to correct the 
paucity of illustrations. The style and format result in a 
volume which can be read with pleasure and not used merely 
as a reference volume. 
A. H. DouTHwaite. 


PAEDIATRICS 


Textbook of Pediatrics. Edited by Waldo E. Nelson, M.D. 

Sixth edition. (Pp. 1,581+xviii; illustrated. 75s.) Phila- 

delphia and London: W. B. Saunders Company. 1954. 
This textbook of paediatrics has for many years enjoyed a 
high reputation, and the sixth edition is well up to the stan- 
dard that readers will expect. The editor has increased his 
team of collaborators from 63 to 70, but the total number of 
pages has been reduced by about 70. Many of the sections 
have been rewritten, and it is obvious thai every attempt has 
been made to bring all of them up to date. The result is a 
comprehensive, reliable, and practical textbook, adequately 
illustrated and well indexed. 

The quality of the writing naturally varies from section 
to section, but on the whole a high standard is maintained, 
and hearty congratulations are due to Dr. Nelson and his 
team. Incidentally, the editorial work is now very much 
a family affair, and clearly it has been a labour of love. 
This in itself will do much to ensure the continued prosperity 
of this excellent book. : 

Norman B. Capon. 


The second edition of An Historical Chronology of Tubercu- 
losis, by R. M. Burke (Springfield, Ill.: C. C. Thomas, £1 7s. 6d.), 
is greatly improved by the addition of references for most of the 
items mentioned. The book records in chronological order 
several hundred historical landmarks concerning tuberculosis, 
fortified by a bibliography of 475 items. The first edition 
appeared in 1938. 
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IMMUNIZATION AGAINST VIRUSES 


The prospect of controlling poliomyelitis by immuni- 
zation has aroused intense interest throughout the 
world, but opinion at present differs on the method to 
be adopted, whether a killed or attenuated vaccine 
should be used. It would seem profitable therefore 
to consider what has already been achieved with 
immunization against other virus diseases. Of the 
many factors to be taken into account, a proper under- 
standing of the natural history and pathogenesis of 
disease comes first.'* A method of protection in one 
disease may be valueless in another. In herpes sim- 
plex, for example, primary infection commonly occurs 
aS an asymptomatic infection in childhood.* Anti- 
body develops at this stage, but the virus remains 
latent in the person infected. Recurrent infection due 
to virus reactivation occurs in the presence of anti- 
body, so that immunization with the object of stimu- 
lating antibody is not likely to be effective. Measles 
presents a very different picture. The incubation 
period is long, invasion is by the blood stream, the 
clinical attack rate is high, and immunity, as judged 
by second attacks, long-lasting. As the date of expo- 
sure and probable date of appearance of symptoms 


1 Salk, J. E., The Dynamics of Virus and Rickettsia! Infections, edited by 

Hartman, F. W., et al., 1954, p. 219, New York. 
2 Horstmann, D. M., Bull. N. A Acad. Med., 1953, 29, ve 

3 Scott, T. F. MacNair, New Engl. J. Med., 1953, 250, 

« McDonald, J. C., and Cockburn, W. C., British Medical Journal, 1954, 2, 
1076. 

5 Stokes, J., jun-, et al., J. Amer. med. Ass., 1951, 147, 714. 

* Koprowski, H , et al., Amer. J. Hyg., 1950, , 41 2. 

* Habel, .- 1953, 6th International Congress in Microbiology, Rome. 

5 Fox, J. P. 1953, ibid. 

® Francis, T. jun., Poliomyelitis, Wid Hith Org. Monogr. Ser., 1954, No. 20, 
p. 125, Geneva. 

1 In Abstracts of World Medicine, 1955, 17, *: Lo 878c). 

11 Cox, H. R., British Medical Journal, 1954, 2, 2 

12 Habel, K., The Dynamics of Virus and Rickettsial Infections, edited by 
Hartman, = W., et al., 1954, p. 259, New York. 

13 Koprowski, H , ibid., 1954, p. 270. 

14 Theiler, Virus and Rickettsial Infections of Man, edited by Rivers, 
T. M., 1932, p. 531, Philadelphia. 

15 Dick, G_ W. A., Brit. med. Bull., 1953, 9, 215. 

18 British Medical Journal, 1952, 2,5 

Ibid., 1954, 2, 259. 

18 Tbid., 1955, 1, 1061. 

1 Report on 1954 Field Trial, 1955, sponsored by National Fund for Infantile 
Paralysis 

2° See British "Medical Journal, 1955, July 9, p. 150. 

Koprowski, H., Amer. J. 1932, ‘55, 108 


Satin "B., Amer. J. Dis. Child., 1953, 86, 30 


24 ____ The Dynamics of Virus and Rickettsial 7 a edited by Hartman, 
F. W.., et al., 1954, p. 289, New York. 
25 _ Poliomyelitis, Wid Hith,Org. Monogr. Ser., 1955, No. 20, p. 247, 


Geneva. 
28 Zitcer, E. M., et al., Science, 1955, 122, 30. 
2? British Medical Journal, 1955, 1, 1144. 
23 Ibid., 1955, 1, 1204. 


can usually be determined, measles presents an 


ideal case for immunization. Recent reports of 


the use of gamma globulin and _ its advantages 
over convalescent serum show how sy 

this can be.* Indeed, the main disadvantage jg jg 
complete suppression of the disease, which js inad- 
visable except in certain clear-cut cases. The mos 
effective use of such a valuabie product is to 

the natural infective process with a small dose,: ‘pro. 
ducing combined passive-active immunization, J. 
Stokes and others have suggested that similar congj. 
tions prevail in infective hepatitis.° Rabies has several 
features in common with measles, in contrast to Polio. 
myelitis, and on theoretical grounds passive immuni- 
zation should be of value. H. Koprowski et al. and 
K. Habel’ have recommended the use of hyper. 
immune serum in the treatment of rabies, if n 
combined with active immunization. An attenuated 
vaccine produced in the chick embryo (Flury strain) 
has now been developed and is an important advance 
on the classical Pasteurian treatment of the disease 
with its limitations and dangers.* 

Influenza presents still different problems. The 
incubation period is short, virus invades along the 
respiratory mucosa and not by the blood stream, 
and, although high levels of antibody can be pro. 
duced with formolized vaccine produced in the chick 
embryo, the effectiveness of immunization is limited 
by several factors. The level of antibody in the secre. 
tions of the respiratory tract is lower than in the 
blood and the duration of antibody response is com- 
paratively short. Another factor is the difference in 
antigenic character among the influenza A strains. 
Under the best conditions, when immunization is 
carried out before an epidemic with a vaccine incor 
porating the correct virus strains, protection can be 
demonstrated. Recent advances with mineral-oil 
adjuvants to boost antibody production suggest that 
a more effective immune response can be obtained. 
Meanwhile preliminary reports from Russia refer t 
the use of live virus given intranasally ; apparently it 
is not toxic, produces an immune response, and 
easy to administer to large numbers.*° 

Immunization with attenuated virus vaccines, o 
which there are many examples in human and veter- 
inary medicine, gives on the whole a more long 
lasting Nevertheless attenuated 
vaccines are not without their limitations. For th 
majority of persons vaccinated in infancy agaifs 
smallpox in Great Britain immunity is effective & 
cause the risk of exposure is so small; for peopl 
likely to be exposed to the disease, such as members 
of the armed Forces, revaccination at regular interval 
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is necessary to maintain immunity. Such compli- 
cations as generalized vaccinia and post-vaccinal 
encephalitis are a potential risk, but they are risks 
which are well known and accepted under the circum- 
stances. Yellow fever is another instance of the success 
of an attenuated vaccine.’* Two vaccines are now in 
yse—the 17 D strain produced in the chick embryo, and 
the French neurotropic strain administered by skin 
sarification with or without the addition of vaccinia 
virus as well. The immunity may last for eight to ten 
years Or longer.'® Again, in the early stages of vaccina- 
tion against yellow fever a number of fatalities 
occurred, either from encephalitis or from _post- 
yaccinal jaundice following the use of icterogenic 
serum in the vaccine. 

The problem of immunization against poliomyelitis 
‘has been discussed in this Journal on a number of 
occasions.'® '* The point at issue at present is whether 
formolized vaccines are safe and sufficiently effective 
to warrant their use. The alternative is to use an 
attenuated vaccine, or possibly a combination of the 
two. Last year’s vaccine trial in America showed 
that the formolized vaccine stimulated antibody pro- 
duction, but unfortunately there are few quantitative 
data on the duration of the immune response.'® The 
1954 trial also established that with strict control 
vaccination was a safe process. This appears to be 
corroborated by the trials at present being carried out 
in Canada with a similar vaccine. As an additional 
safeguard it has been recommended that the existing 
Type I (Mahoney strain) should be replaced by a less 
virulent one.*° 

A number of other workers favour the idea of an 
attenuated vaccine, and considerable progress has 
already been made in this direction. Koprowski 
et al." ** have shown that an avirulent Type II strain 
given by mouth produces a symptomless infection 
accompanied by the development of antibody. Pro- 
gress has also been made with the attenuation of a 
Type I strain. Of considerable significance is the fact 

that a number of persons vaccinated had high levels 
of antibody more than three years later. An obvious 
disadvantage is the fact that vaccinated subjects 
excrete virus in the faeces, a situation which may well 
be difficult to control. Sabin has produced in tissue 
culture (using monkeys’ kidneys) attenuated viruses 
of all three serological types which have lost their 
power to produce paralysis,”*-*° and in this issue of 
the Journal he gives a preliminary report (p. 160) on 
the effect of inoculating such viruses into non-immune 
human volunteers. A comparatively small inoculum 

produced a symptomless alimentary infection and the 
development of antibody. Cox, on the other hand, 


considers'! that monkey and human tissues are pofen- 
tially pathogenic and has concentrated on the adap- 
tation of virus to the chick embryo. Progress has 
been made. A recent report”® from the U.S.A. on 
the growth of virus in human amniotic membrane 
describes an interesting development, though subject 
to the general criticism that Cox has made. 

Safety testing of poliomyelitis vaccines, whether 
formolized or attenuated, will always be a major 
task ; each will present its own problems. But there 
seems no reason why with strict control a reasonable 
guarantee of safety cannot be given.*’ ** While great 
progress has been made in the development of attenu- 
ated vaccines, they are clearly still in the experimental 
stage. It would seem that formolized vaccines have 
a place at present while alternative methods are being 
developed. In any case it is most unlikely the final 
answer to the control of poliomyelitis will be achieved 
in one step. 


CEREBRAL PALSY 


Cerebral palsy is a term that embraces a group of 
disorders of motor function in children, often accom- 
panied by mental defect, caused by a cerebral lesion 
of some kind. It is therefore not a clinical, patho- 
logical, or aetiological entity. This being so, it is not 
Surprising that many classifications of its various 
forms have been introduced, with resulting confusion 
and misunderstanding. There is a clear need for an 
agreed terminology and classification. An article by 
Drs. C. L. Balf and T. T. S. Ingram in the Journal 
this week (p. 163) is an attempt to provide a simple 
classification, based on recognized neurological syn- 
dromes, which, the authors hope, will prove useful 
to both research and clinical workers. It was used 
with success in a study of cerebral palsy in Edinburgh, 
recently reported by Ingram,’ and the authors claim 
that it has proved equally useful in routine clinical 
practice. 

The Edinburgh survey by Ingram revealed an 
incidence of cerebral palsy of 2 to 2.5 cases per 1,000 
children, and his study of the results of other surveys 
suggests that the incidence does not differ greatly in 
different large tow1.s. Considering how common the 
condition is, the gravity of the disability it causes, 
and the interest now taken in the care and welfare of 
handicapped children, it may seem strange that know- 
ledge of the pathology and aetiology of cerebral pal- 
sies is still incomplete; but opportunities for patho- 
logical studies are less frequent than might be 


1 Ingram, T. T. S., Arch. Dis. Childh., 1955, 30, 85. 
2 Towbin, A., Arch. Path. (Chicago), 1955, 59, 397 and 529. 
% Eastman, N. J., and DeLion, M., Amer. J. Obstet. Gynec., 1955, 69, 950. 
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supposed. These are not killing diseases, so the cere- 
bral lesions are seldom seen in their early stages ; and 
as most of the patients live and die at home, or in 
institutions where necropsies are not carried out, 
many opportunities for pathological investigation at 


_ a later stage are missed. A thorough pathological 


study by A. Towbin’ has recently appeared ; by re- 
vealing the multiplicity of causes of cerebral palsies it 
should help to explode the ancient and fallacious 
notion that the principal cause is mechanical trauma 
at birth. Towbin indeed considers that subdural birth 
haemorrhage is seldom responsible, though untreated 
subdural haematoma must be admitted as an occa- 
sional cause. Yet it remains true that most cases are 
due to obstetrical causes in a wide sense, as is shown 
by N. J. Eastman and M. DeLion® in a recent review 
of 96 well-documented cases. 

When the cerebral lesion is congenital, it may be 
genetically determined ; but Towbin considers that it 
is more often induced, for example, by virus diseases, 
dietary deficiencies, and other factors affecting the 
mother, though neither he nor Eastman and DeLion 
found any correlation with pregnancy toxaemia. Or 
it may be induced by factors affecting the foetus, 
especially anoxia and perinatal infections. Among 
systemic causes of cerebral lesions operating before, 
during, or soori after birth, most importance has been 
attached to anoxia, prematurity, and kernicterus. The 
role of perinatal anoxia is difficult to prove, although 
it has been generally recognized since the time of 
Little as an important cause of cerebral palsy, and 
many observers have noted that affected children 
often have a history of severe anoxia at birth. East- 
man and DeLion noted a high incidence of ante- 
partum haemorrhage in the obstetrical histories of 
their cases. Anoxia is the cause of a large proportion 
of perinatal deaths, but proof that it damages the 
brain can seldom be obtained in these cases, because 
evidence of anoxie injury to nerve cells is not histo- 
logically recognizable until a week or more after the 
injury has been sustained, and perinatal anoxic deaths 
usually take place within two days of birth. The role 
of prematurity as a causative factor in cerebral palsy 
is mainly as a predisposing cause of prolonged peri- 
natal anoxia and of cerebral! haemorrhage. Kernic- 
terus in haemolytic disease of the newborn is a well- 
known cause of cerebral palsy, and kernicterus of pre- 
maturity, without rhesus incompatibility, is at least 
equally common and equally dangerous. In addition 
to these various systemic conditions, local causes of 
cerebral damage also produce cerebral palsy. Vascu- 
lar accidents, such as haemorrhage at birth or later, 
arterial thrombosis and embolism, and venous throm- 
bosis may be responsible ; and infections may cause 


permanent cerebral injury, either directly as jp 
encephalitis, or by inducing infective arteritis, ag in 
tuberculous meningitis, or post-meningitic adhesions 
resulting in hydrocephalus. 

The pathological character of the cerebral lesion in 
any case depends on its cause and time of occurrence, 
and the clinical effect on its situation and extent, Jy 
cases due to causes operating early in development, 
the lesion is a general or local arrest of development 
of the brain, producing micrencephaly, microgyria, or 
agyria, but not atrophy or necrosis. Systemic or loca] 
causes operating later are destructive in effect. The 
change may be degeneration, proceeding to necrosis 
of nerve cells, followed by demyelination and gliosis 
as in kernicterus ; or more gross lesions, with atrophic 
sclerosis of affected areas, or liquefaction and develop. 
ment of porencephaly, a process to which the imma- 
ture brain is especially prone. Lesions caused by 
haemorrhage or venous infarction can be recognized, 
even after a long time, by haemosiderin pigmentation, 

The correlation of the clinical forms of cerebral 
palsy with particular lesions and causes requires much 
further study. It may be hoped that the co-ordinated 
clinical and pathological research now being con- 
ducted at Bristol will yield important and rewarding 
results. With more precise knowledge of the actual 
effects of the various supposed causes, the outlook for 
prevention of these disastrous diseases might be 
improved. 


A NEW LOOK AT THE CURRICULUM 


Every ten years or so the General Medical Council 
puts forward a statement about the medical curricu- 
lum, its period and scope, the subjects it should 
include, and their priority. The statements are called 
“ recommendations,” and the word is literally accurate 
because no sanctions lie behind them. The Council 
has always desired the medical schools to retain their 
individuality and freedom. But, the Council being 
the body it is, a “recommendation” carries mor 
authority than is usually given to the word, and the 
medical schools and examining bodies naturally set 
their pace to what issues from Hallam Street. 

At its recent session the Council devoted a meeting 
to considering amendments to its last series of recom 
mendations, made in 1947. Since then there have 
been revolutionary changes in medicine and, in Great 
Britain, in medical practice. Medical teaching has 
altered also. Teachers are more numerous, but theif 
outlook is often more limited. Many are specialists 
and teach as such. A glance at the programme ne of 


1 Royal College of Physicians. Committee on Medical Teaching. Second 
interim report. 
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dlinical lectures on the notice board of a medical 


school is enough to show how recondite are many of 
the lectures to which students have to listen. Their 
dinical training is apt to be determined less by their 
educational needs than by the specialist interests of 
their teachers and the departmental organization of 
the teaching hospitals. 

Another change, with the widening of the field of 
candidates for medicine, may be in the character of 
the student entry. “ When compared with their fore- 


runners many students now start medicine with less . 


cultivated minds.” This quotation is from the report* 
of a committee of the Royal College of Physicians, 
which, having in view the reconsideration of the 
curriculum by the General Medical Council, was set 
up to inquire into the methods and principles of 
medical teaching. Hitherto the developments of 
medicine have meant simply the imposition of new 
subjects, resulting in a crowded, jostling curriculum, 
with the student amassing facts rather than absorbing 
knowledge, learning more but understanding less, and 
allowing examinations to assume an unhealthy domin- 
ance over his work and thought. The committee of 
the College calls for a redesigned curriculum, pro- 
viding for a basic rather than a comprehensive train- 
ing. It asks the General Medical Council to relax its 
control by recommendation or prescription, while 
retaining control by inspection. Thereby the teaching 
authorities would be encouraged—even obliged—to 
look at their curriculum through new spectacles and 
possibly to make experiments, which would be all to 
‘he good. General instructions, however suitable for 
the majority of the schools, have a way of stifling 
initiative in schools capable of innovation. The com- 
mittee criticizes the compartmental arrangement 
which too sharply divides the different stages of the 
medical course. It even protests against the distinc- 
tion between the three great clinical branches of 
medicine—medicine, surgery, and midwifery—for 
much of the teaching in each of these branches 
concerns principles common to all three. Yet they 
continue to be taught and examined as separate 
disciplines. 

An American observer is quoted as saying that 
during the past ten years no country has produced so 
many wise reports on the improvement of medical 
education as Great Britain, and yet no country has 
done so little about it. This is because the schools 
have not felt themselves free to experiment individu- 
ally and radically. When father turns no doubt they 
will all turn, but meanwhile no one of them is pre- 


pared to disturb the bedclothes. Not that a simul- 


taneous revolution would be desirable, but the many 
smallish schools in this country, serving diverse popu- 


lations, do offer a good opportunity for testing out 
variations in the curriculum. ; 

Examples of the lines on which a school might wish 
to compose its curriculum are given in this brief report 
by the committee. It is suggested that the separation 
between preclinical and clinical training could be 
made less conspicuous ; that the existing examinations 
in anatomy and physiology might be modified ; that 
the clinical period might be regarded as having three 
stages: six months in learning the technique of clinical 
observation, twelve months devoted to the study of 
disease processes, and twelve months of practice 
under supervision, when experience would be gained 
in general and special departments, the aim always 
being to emphasize the unity of medicine and to avoid 
rigid subdivisions. The student’s progress could be 
assessed at the end of the first eighteen months cf 
clinical training, and again at the end of the period, 
when an examination in the general principles of 
medicine should give him his qualification and admit ~ 
him to the pre-registration year. The curriculum, in 
short, should be, not a dusty, heated marathon, but a 
progressive educational progress within the student’s 
compass and designed to give him a sound basis both 
for future practice and for further training. 

The General Medical Council formulates its recom-. 
mendations in private session, but they are sent in 
draft for the observations of the licensing bodies, and 
it is perhaps as much to those bodies as to the Coun- 
cil itself that the report of the College of Physicians 
is addressed, a report which wisely summarizes the 
essence of the B.M.A. reports on medical education 
and of the First World Conference on Medical Edu- 
cation. 


~ 


GLYCOGEN STORAGE DISEASE OF THE , 
LIVER 


Now known to be one of the inborn errors of meta- 
bolism, glycogen storage disease of the liver, often 
called von Gierke’s disease, was clearly described by 
him in 1929. Clinically ii is characterized by liver 
enlargement from infancy, with a tendency to obesity 
and infantilism. Many patients die from intercurrent 

infection during childhood. Fasting blood-sugar esti- — 
mates show severe hypoglycaemia, but symptoms from 
this are unusual. Ketonuria is often present, and the 
levels of cholesterol and glycogen in the blood are 
raised. At necropsy the liver and kidneys are found to 
contain much more glycogen than usual; and glycogen 


1 Ellis, R. W. B., and Payne, W. W., Quart. J. Med., 1936, 5, 31. 

2 Hanhart, E., Arch. Klaus-Stift. VererbForsch., 1946, 21, 486. : 

3 Cori, G. T., Harvey Lect., 1952-3, 48, 145. 

‘ and Schulman, J. L., Pediatrics, 1954, 14, 646. 

5 Forbes, G. B., J. Pediat., 1953, 42, 645. 

* Mason, H. H., and Andetsen, D. H., Amer. J. Dis. Child., 1941, 61, 795. 
7 Schulman, J. L., and Saturen, P., Pediatrics, 1954, 14, 632. 

® Evans, R. W., et al., J. clin. Path., 1955, 8, 110. 
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may also be present to excess in the heart and volun- 
tary muscles, though to a lesser degree. (Cases in which 
the primary affection is of the heart or voluntary 
muscles form a clinically and genetically distinct group.) 
During life injection of adrenaline and also of the 
hyperglycaemic-glycogenolytic factor of the pancreas 


- causes little increase in blood sugar. /n vitro the patients’ 


liver cells do not break down glycogen. The glycogen 
itself appears to be normal in structure and breaks 
down readily if some normal liver tissue is added. 
These patients, too, show a delayed fall of blood glucose 
during the sugar tolerance test, so that their liver cells, 
besides being unable to break down glycogen, may also 
be defective in forming it from glucose. 

The early reports noticed that it was common to find 
two or more siblings in a family affected and that the 
parents were sometimes blood relations. The condition 


‘is therefore probably due to the presence of a recessive 


gene in the homozygous state, as suggested by R. W. B. 
Ellis and W. W. Payne in 1936. A systematic survey 
in Switzerland by E. Hanhart? confirms this ; he found 
in 18 families the expected risk to siblings increased 
and that 3 of the 18 parental couples were blood 
relations. Recessive genetic determination suggests 
that the lack of one or more specific enzymes may be 
directly responsible for the condition. Recently G. T. 
Cori,* * Who has made a long study of glucose and gly- 
cogen metabolism, found in nine patients with glycogen 
storage disease of the liver that the enzyme glucose-6- 
phosphatase is present in only very low concentration. 
This enzyme is indispensable in blood-sugar formation 
from glycogen and also from non-carbohydrate pre- 
cursors. There is little doubt that this is the defect that 
is the usual basis of the disorder, though there may be 
less common varieties in which another of the enzymes 
concerned in glycogen metabolism is lacking, as in the 
case reported by G. B. Forbes.° 

This inborn error of metabolism might be expected to 
be most dangerous to life during thz relative starvation 
of the first few days after birth, but reports of the death 
of patients in this period are rare, perhaps because they 
have been missed. H. H. Mason and D. H. Andersen* 
published in 1941 a report of an infant who was col- 
lapsed, dyspnoeic, and ketonuric, and who had an 
enlarged liver on the third day of life. The baby had 
severe hypoglycaemia and reduced CO,-combining 
power of the blood. It was treated with dextrose and 
sodium lactate solutions, but died from infection when 
2 months old. J. L. Schulman and P. Saturen’ have 
recently reported two more examples of children who 
were affected with the disease soon after birth, showing 
the same features of rapid and laboured breathing, 
ketonuria, enlarged liver, hypoglycaemia, and decreased 
CO,-combining power of the blood. Glucose and 
alkalis relieved both children’s symptoms. One of them 
had had an older sibling, who died at the age of 1 day 
from the same disorder. 

Evidently the diagnosis of glycogen storage disease 
must be kept in mind as a possibility, although a rare 
one, when an infant is seen with dyspnoea, an enlarged 
liver, and ketonuria. Hypoglycaemia not resistant to 


adrenaline anc the hyperglycaemic-glycogenolytic 
factor of the pancreas (glucagon) would confirm th: 
diagnosis, although final proof requires the demonstra. 
tion of the specific enzyme deficiency in the liver. 

Very recently R. W. Evans, T. R. Littler, and §. 
Pemberton* have described glycogen storage enlargement 
of the liver of four severe diabetics. In these four un- 
related patients the diabetes had an early onset and was 
very difficult to control because of a tendency to develop 
hypoglycaemia. All of them, unlike patients with yop 
Gierke’s disease, showed high fasting blood-sugar levels, 
There was little response of the blood sugar to glucagon, 
but partial control of the hypoglycaemia was achieved 
with adrenaline. The lack of response to glucagon jp 
severe diabetics has been attributed to lack of liver 
glycogen ; but these patients, whose livers were loaded 
with glycogen, seem to have been unable to mobilize 
it. It would be interesting to see if other diabetic clinics 
can find similar cases and if here, too, an enzyme 
deficiency of some kind is responsible. 


ENDEMIC GOITRE IN SOUTH AFRICA 


An interesting report’ has recently been published by 
the Union of South Africa Department of Nutrition on 
the subject of endemic goitre. The work was carried 
out under the auspices of the Medical Faculty of the 
University of Pretoria, and the account falls naturally 
into two parts. The first is a summary of information 
about present knowledge of the main features and 
causes of endemic goitre ; the second part of the report 
describes goitre surveys carried out during the last six 
years in South Africa, and this is most informative and 
interesting. Not only has the incidence of goitre been 
assessed, but iodine concentrations have been deter- 
mined in water and food and the presence of goitro- 
genic agents has been identified. 

This report, like the one issued by the Medical 
Research Council in Britain in 1948,* finds that iodine 
deficiency is by far the commonest cause of endemic 
goitre, but more attention than usual has been paid to 
the presence of other goitrogenic factors which may be 
operating. For example, the report states that in the 
North-western Cape Province endemic goitre is due not 
to a primary iodine deficiency but chiefiy to the presence 
of harmful quantities of fluorine in the drinking-water. 
This is in agreement with findings in England and the 
Punjab of Dagmar Wilson*® and surely needs further 
work to establish its importance. At present new goitro- 
gens are constantly being discovered, and cobalt* is a 
good example of such a substance. 

One interesting conclusion of the authors was that in 
the North-western Cape Province the fairly general 
administration of large amounts of iodine in the form 


1 Endemic Goitre in the Union of South Africa and some Neighbouring Terr 
tories. Union of South Africa Department of Nutrition, March, 1955. 
2 Medical Research Council Memorandum No. 18, London, H.M.S.O., 194. 
' % Wilson, D. C., Lancet, 1941, 1, 211. 
* British Medical Journal, 1955, 1, 1331. 
5 Kimball, O. P., J. Amer. med. Ass., 1928, 91, 454. 
* Stanbury, J. B., et al., Endemic Goitre, 1954, Cambridge, U.S.A. 
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ENDEMIC GOITRE IN SOUTH AFRICA 


of Lugol's solution in the treatment of simple goitre 

was probably, at least to some extent, responsible for 
the i high incidence of thyrotoxicosis there. This raises 
once more the evergreen problem of Jédbasedow, or 
jodine-induced hyperthyroidism. After O. P. Kimball’s 
work’ following the introduction of iodized salt in the 
United States in the early "twenties, most people con- 
cluded that Jodbasedow did not exist, though from time 
to time the occasional report has appeared. J. B. 
Stanbury,® in his recent account of endemic goitre in 
Mendoza, recorded a case of hyperthyroidism in a 
patient, with simple goitre who had received large doses 
of iodine, but there is still no clear account of hyper- 
thyroidism occurring after giving small doses of iodine, 
and certainly no risk attends the administration of 
minute amounts in iodized salt. Another interesting 
observation was that the incidence of nodular goitre 
in adolescents and adults was apparently higher in the 
areas where goitre was induced by fluoride than where 
it was due to iodine deficiency. Other contributory 
factors are also mentioned—unhygienic conditions and 
diseases due to bacterial infections, the contamination of 
drinking-water with animal faeces and urine, and the 
eating of cassava containing hydrocyanic acid. This 
work recalls that of Sir Robert McCarrison over fifty 
years ago. The part of the report concerned with review- 
ing present knowledge about goitre is less satisfactory, 
but it is otherwise a valuable contribution to the world 
literature on endemic goitre. None will disagree with 
the strong recommendation that iodized salt should be 
introduced as soon as possible into all areas where 
goitre is endemic, except where the disease is induced by 
fluorine. 


WHIPPLE’S DISEASE 


In 1907 Whipple! reported the case of a 36-year-old man 
with steatorrhoea and loss of weight, pains in the joints, 
and general cutaneous pigmentation. Since then 55 cases 
have been described, of which 52 were reviewed recently 
by J. Radding and M. J. Fiese,” who added a case of 
their own. Two more patients provided the material for 
extensive histochemical studies on necropsy specimens 
by W. G. B. Casselman et al.* ; 
The disease has been recorded in 49 males and in 
6 females,. mostly between the ages of 30 and 60. 
The youngest case was that of a child aged 17 months.* 
The onset is usually insidious, and symptoms have been 
present for from five months to thirty-six years, aver- 
aging five years, before the patients sought advice. The 
outstanding feature of the disease is steatorrhoea, causing 
abdominal discomfort and distension, flatulence, diar- 
thoea, and loss of weight. More than half the cases had 
brown discoloration of the skin, resembling that of 
Addison’s disease.’ Swelling, pain, and limitation of 
Movement in the joints, usually wrists and ankles, is 
present in most cases and may precede the onset of the 
diarrhoea.6 Hypochromic anaemia and purpura are 
common. Achlorhydria was present in seventeen of the 
twenty-three cases in which gastric analysis was carried 
out? A flat response to the glucose tolerance test is 
usual. Barium meal radiographs showed hypermotility 


of the small gut or a deficiency pattern in twenty-four 
of twenty-eight recorded cases in which they were made.” 
As might be expected in cases of steatorrhoea, most 
patients have’ a low concentration of plasma sodium,’ 
hypokalaemia, and hypocalcaemia. One patient is 
reported as having had hyperplasia of one parathyroid 
gland ; the serum calcium level was 11.8 mg. per 100 
ml. and the serum phosphate level was high, though 
within normal limits.* He also had nephrosis. Both 
patients described by CasseJman ef al.* had impaired 
renal function, and were found at necropsy to have 
changes resembling those of pyelonephritis. P. J. Fitz- 
gerald and T. D. Kinney’s patient was jaundiced and 
had splenomegaly and leucocytosis, with haemolytic 
anaemia and increased erythrocyte fragility.® 

At necropsy the lacteals of the small intestine are 
dilated and filled with lipids. The submucosa contains 
spaces which are lined with endothelial cells or foreign- 
body giant cells, and the lamina propria of the small 
intestine is packed with sheets of large cells resembling 
macrophages with a vacuolated foamy cytoplasm. In 
the mesenteric lymph nodes are spaces lined with endo- 
thelium ; they are crammed with lipids and surrounded 
by multinucleate giant cells, macrophages, and lympho- 
cytes.* Elsewhere there is polyserositis. The suprarenal 
glands are normal, and there is no evidence of obstruc- 
tion to the thoracic duct or main mesenteric lymph 


channels.’ * 1112 Neither chylous ascites nor vedema/” 


is present. The material filling the cytoplasm of the 
mononuclear cells in the small gut and lymph nodes is 
a glycoprotein.’* The nodes contain ten times the 
normal amount of cholesterol and its esters and also 
neutral fat, unsaturated lipids and their auto-oxidation 
products, and phospholipids and fatty acids.* Two 
theories on the pathogenesis of the disease have been 
suggested : one that it is due to some abnormality of 
fat metabolism with. a local secondary cellular re- 
action,’ '? '* the other that it is a local abnormality of 
the intestinal mucosa with secondary changes in the 
mesenteric lymph nodes.** 

The course of the disease is premenil, and almost 
invariably fatal. It is uninfluenced by treatment with 
folic acid, raw minced hog’s small gut, yeast or liver 
extracts, or by dietary adjustment.'° One patient was 
improved by psychotherapy for an “ intestinal consti- 
tution.”"® Four patients showed improvement when 
treated with A.C.T.H. or cortisone,” 17 and at present 
this appears to offer the only hope to sufferers from this 
rare and lethal condition. 


1 Whipple, G. H., Bull. Johns Hopk. Hosp., 1907, 18, 382. 

NY Radding, , and Fiese, M. J., Ann. intern. Med., 1954, 41, 1066. 

3 Casselman, Ww. G. B., ‘et al., U. Path. Bact., 1954, 68, ‘67. 

4 Fernandez Luna, D., "and Latienda, R. L., "Rev. Asoc. med. Argent, 1948, 
62, 596. 

3 Avery Jones, F., and Paulley, J. W., Lancet, 1949, 1, 214. 

* Kampmeier, R. 'H., and Peterson, J. Cc. Trans. Amer. Clin. Clim, Ass., 
1949, 61, 248. 

7 Black, D. A. L., Lancet, 1946, 2, 671. 

8 Odessky, and Burdison, w. R., Path. 1950, 49, 307. 
® Fitzgerald, P. J., and Kinney, » a D., Amer. J. Sx 1069. 

20 oe ty H. L., Arch. int. Med. exP., 1923, 32, 113. 

11 Sailer, S., and McGann, R., J. Amer. J. dig. Dis., 1942, 9, 55. 

12 Reveno, W. S., New Engl. J. Med., 1950, 243, 216. 

13 Black-Schaffer, B., Proc. Soc. exp. ” Biol. (N. Y.), a 72, 225. 

14 Hass, G. M., ‘Arch. Path. (Chicago), 1938, 26, 1196. 

15 Christie, A. c. and Galton, D. A. G., J. "Path. Bact., 1952, 64, 351. 

16 Paulley, J. W., ‘Gastroenterology, 1952, 22, 128. 

Ww Mendes de Leon, C ., and Coenegracht, J., Nedl. T. Geneesk., 1952, 96, 560. 

18 Jones, C. M., et al., New Engl. J. Med., 1953, 248, 665. 
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TREATMENT OF SEVERE HAEMOPTYSIS | 


BY 
F. H. YOUNG, M.D., F.R.C.P., D.P.H. 


Physician, Brompton Hospital; Medical Officer in Charge of the Tuberculosis Dispensary, St. Bartholomew's 


Few conditions give rise to such alarm among patients 
and their friends as haemorrhage. This is accentuated 
when the blood is vomited or coughed up, as such bleed- 
ing is associated in the average lay mind with sudden 
death. The alarm is all the greater because the actual 
amount of blood produced seems to be much greater 
than it actually is, owing to its admixture with gastric 
juice and sputum. Again, when the bleeding is from an 
open wound it can be covered easily ; if it comes from 
the lungs or stomach it cannot be concealed. When 
haemoptysis is relatively small in extent and occurs on 
a single occasion it may be difficult to distinguish from 
haematemesis, but when it is severe little doubt can exist. 


Aetiology 

The approach to a patient who is undergoing a severe 
haemoptysis depends on whether the practitioner knows the 
probable cause from his knowledge of the patient’s previous 
history and from his clinical examination. If the cause 
is known it is possible to deal with the situation from an 
intelligent though not necessarily effective standpoint; if 
not there is no alternative to placebo or palliative treatment 
until the additional information provided by x-ray examin- 
ation is available, and this should be obtained as soon as 
possible. 

The possible causes of haemoptysis are numerous, but 
many of them can be omitted from immediate consideration 
as only extremely rarely do they cause a severe haemorrhage. 
In this article only those conditions are discussed which I 
personally have seen cause severe haemorrhage. They are: 
pulmonary tuberculosis ; bronchiectasis ; neoplasms of the 
lungs, bronchi, and oesophagus; pulmonary suppuration 
and infarcts; aneurysms of the aorta; mitral stenosis ; 
arteriovenous aneurysm; and trauma. It will be clear at 
once that this list includes some conditions in which, at the 
worst, death from haemoptysis will only anticipate death 
from other causes. Nothing can be done in such cases 
except to use one of the methods which are described below 
as “ unproved” and to make the patient as comfortable as 
possible. In these cases morphine can be given without 
hesitation. Severe haemorrhages from malignant neoplasms 
of the lower respiratory tract, or of the oesophagus extend- 
ing into the bronchus, and aneurysm of the aorta, come 
under this category. 

Haemoptysis due to the other circulatory causes—mitral 
stenosis, infarcts, and arteriovenous aneurysm of the lungs 
—is relatively common, but, though it may occur often 
enough to cause alarm, severe haemorrhage is rare. For 
practical purposes it will almost certainly stop without treat- 
ment, so all that is necessary is confidence on the part of 
the doctor and reassurance of the patient. Sedaiives or 
calcium should be used if the occasion calls for them (see 
below), but the cough reflex must not be damped down, for 
if the blood is not coughed up the patient may be suffocated 
or an aspiration pneumonia develop. However, as the 
blood is not infected, the latter will usually clear quickly. 
The same applies to non-malignant growths of the bronchus, 
in which very occasionally haemorrhage is severe. In the 
case of non-malignant growths of the bronchus and arterio- 
venous aneurysm a severe haemorrhage indicates the likeli- 
hood of a recurrence, hence a resection should be performed 
as soon as the patient’s condition makes this possible with- 


out undue risk. 


Hospital ; Consulting Physician, Charing Cross Hospital 


Of the other causes, pulmonary tuberculosis is the most 
common. Here, in addition to the dangers from the loss of 
blood itself, there is the risk that aspiration of blood con- 
taining tubercle bacilli into distant parts of the lung will 
lead to new areas of disease, so making the treatment of the 
pulmonary tuberculosis much more difficult. 


Management of the Tuberculous Case 


There is a feeling that if the patient coughs it is likely to 
keep up the haemorrhage, but I think that the risk js 
exaggerated. The cough can do little harm if the patient 
clears the main bronchi by an occasional effective cough, 
but an incessant suppressed cough neither rests the lung nor 
prevents aspiration. Accordingly I think that it is w 
to nurse the patient flat on his back. If he has lost s9 
much blood that syncope is likely, it is best for him to 
lie on his side. Otherwise I prefer him to be nursed semi- 
recumbent, at such an angle that coughing is easy ; but if 
this is done the cough reflex must not be unduly depressed, 
If the side from which the bleeding comes is known it js 
best to have that side dependent so far as is practicable. 
The source of a severe haemoptysis can usually be deter- 
mined either from the history or the patient's story (if a 
patient is certain from which side the bleeding comes he js 
nearly always correct); in addition, bubbly rales can often 
be heard over the site of the haemorrhage. 

The patient’s anxiety should be alleviated, and he can be 
told with truth that haemorrhage occurring for the first 
time in tuberculosis is practically never fatal. As an im- 


~mediate measure morphine, ¢ to } gr. (11 to 16 mg.) sub- 


cutaneously, can be given, which is insufficient to interfere 
with the cough reflex. This should be followed bv seda- 
tives ; 1 prefer the old-fashioned chloral hydrate and potas- 
sium bromide mixture (30 gr. (2 g.) of each, which may 
be repeated after eight hours), though a barbiturate can 
be given if desired. Amylobarbitone, 3 gr. (0.2 g.), is suit- 
able and may be repeated after six hours, but not more 
than half this dose should be given tili the effect of the 
morphine has passed off, else the respiratory centre may 
be unduly depressed. 

A large number of substances have been prescribed to 
stop haemoptysis, and this is the best indication of their 
value. No statistical proof of their value has ever been 
forthcoming, and they must be classified as ‘ unproved.” 
Indeed, most haemoptyses stop whatever is done, so proof 
is unlikely to be forthcoming. However, it is quite clear 
that the doctor must do something in the face of persistent 
and repeated large haemorrhages, and if he has faith in 
these remedies so much the better. The easiest to use, and 
it is at least as good as any other, is amyl nitrite cap- 
sules. These should be crushed in a handkerchief and 
inhaled till a feeling of faintness is produced. Two doctor 
patients of mine who had recurrent haemoptyses were con- 
vinced of their effect, but even the theoretical basis of their 
action is suspect. 

Calcium is used extensively. It may conveniently be 
given intravenously in doses of 10 ml. of 10% calcium 
gluconate, repeated in twelve hours and subsequently daily. 
Care must be taken to avoid injecting the material into the 
tissue around the vein, as it is irritating. Calcium laevulinate 
in the same dosage, which is less irritating, can be used 
if the veins are difficult, as sometimes happens when the 
patient is shocked. It can also be given intramuscularly im 
case of need. These preparations do at least get into the 
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circulation and get there quickly. Calcium by mouth is 
yariable and slow in absorption, and I feel that it must be 
a credulous doctor who will place much faith in its effect. 
At one time congo red in the form of a 1% solution, which 
must be freshly prepared, given intravenously was popular, 


but lately it has gone out of fashion. Undesirable side- 


effects occur occasionally. Serum in the form of “ haemo- 
plastin” or *~ coagulen” can be given in doses of 5—10 ml. 
intramuscularly, and following their use the haemoptysis 
sometimes ceases. These “unproved” remedies can be 
given in cases of haemoptysis from any cause. 

The use of blood transfusions may be considered ; if the 
life of the patient is endangered as a result of the haemo- 
ptysis, a small transfusion of, say, 500 ml. may be given. 
It is useless to do this if a severe haemoptysis is in 
progress, but there is little evidence that a small transfusion 
will restart a haemoptysis which is abating. Accordingly, 
if the patient’s condition is serious as a result of loss of 
blood, and the haemoptysis has ceased or shows signs of 
ceasing, a small transfusion should be given. 


Collapse Therapy 


A serious haemoptysis of tuberculous origin comes from 
an unsupported vessel running across or in the wall of a 
tuberculous cavity, so no drug is likely to have much effect 
in stopping it. The rational treatment would be to deal 
with the vessel mechanically by resection of the area from 
which the bleeding occurs, but unfortunately this is im- 
practicable while the haemorrhage is in progress. The next 
best thing is to try to produce relaxation of the diseased 
areas. Unfortunately this is more easily said than done, as 
the disease is usually old-standing and pleural adhesions are 
numerous. However, if the doctor has some experience 
an artificial pneumothorax should be tried. A failure will 
do no harm. A very small amount of relaxation may be 
successful in stopping the haemorrhage. Air should be 
introduced if practicable up to 1,500-2,000 ml., or until an 
average pressure around zero is reached. 

An alternative—and I regard this as the most satisfactory 
routine measure in severe and persistent haemoptysis—is to 
induce a pneumoperitoneum. It is less effective than a 
satisfactory pneumothorax, but is much safer for the less 
experienced physician. There is the additional advantage 
that more relaxation is usually automatically obtained on 
the more diseased side, so that it is not necessary to know 
beforehand on which side the haemorrhage is occurring. 

The procedure is as follows. The patient is placed on 
his back. The skin around a point about 2 in. (5 cm.) below 
the tip of the left ninth costal cartilage is cleansed. This 
area is better supported than other places in common use. 
A Morland artificial pneumothorax needle or a fine trocar 
and cannula, preferably not less than 2} in. (6.3 cm.) long, 
is sterilized. If these are not available a wide-bore aspirat- 
ing needle can be used if the angle of the bevel is reduced 
with a file. Preferably the area is anaesthetized with a 
solution of 2% procaine or similar preparation, but this is 
not essential. ‘The needle is introduced through the skin 
and subcutaneous tissue until it is thought that it is 
approaching the peritoneum. The trocar is removed and 
the cannula or needle connected up with a_ pressure 
apparatus, preferably a water artificial pneumothorax box. 
The simplest is the Lillingston—Pearson apparatus here illus- 
trated. In an emergency an improvised model of this can 
be made from two Kilner jars and pieces of glass and rubber 
tubing, sealed with insulating tape and petroleum jelly. The 
tap is then turned on so that air can flow in at about 10 ml. 
of water pressure. The needle is then pushed in very slowly 
till air begins to flow in freely. It is useful to remember 
that pushing the needle through the peritoneum causes a 
now pain which helps to indicate the position of the 

e. 


A free flow of air denotes that the peritoneal space has 


' been entered. If the air flows in slowly it is probable that 


the point of the needle is still in the subcutaneous tissues, 
and the point should be advanced till it is certain that the 


peritoneal cavity has been reached. If there is still no flow 
the needle should be withdrawn slowly, with the operator's 
eye kept on the pressure apparatus. A free flow will often 
then be seen, indicating that the needle is in the peritoneal 
cavity and that the point had been obstructed by omentum 
on its way through. When this is achieved the pressure is 
raised to about 25 ml. of water, and air run in until no more 
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Lillingston—Pearson apparatus. 


will enter at this pressure. The patient should then be 
placed on the affected side, lying nearly flat so as to produce 
the maximum rise of the diaphragm. Fresh imsufflations of 
air should be given daily for four days, when the case 
should be reviewed, 

The risks of pneumoperitoneum are few, introduction of 
air into a vein in the abdominal wall being the most serious. 
If a hypodermic syringe is attached to the needle to make 
certain that it is not in a vein before the needle is con- 
nected to the source of air, the chance of this trouble is very 
small. Where the pneumoperitoneum is ineffective, if the 
patient is in hospital and a surgeon with sufficient experience 
is available, a temporary phrenic crush should be performed 
to aid the relaxation, provided it is reasonably certain from 
which side the haemorrhage is coming. 

As soon as the haemorrhage shows signs of ceasing a 
single dose of streptomycin sulphate, 1 g., should be given 
intramuscularly daily. Isoniazid, 100 mg., twice a day by 
mouth should be added as soon as the patient’s stomach 
has ceased to be irritated by the swallowed blood. When 
the patient is reasonably fit a full assessment of the case 
should be made, as a further haemoptysis is likely and may 
prove fatal. Surgical treatment will often be essential, and 
should not be delayed. 


Bronchiectasis, Lung Abscess, and the Undiagnosed Case 

Haemorrhage from bronchiectasis is not often as severe 
as from a tuberculous cavity, but a considerable amount of 
blood may be brought up, and the haemorrhage is apt to 
recur. Usually it is associated with an exacerbation of 
infection. Accordingly, in addition to the treatment 
described above, antibiotics such as chlortetracycline or 
chloramphenicol should be given at once instead of strepto- 
mycin and isoniazid. If the bleeding persists a pneumo- 
peritoneum should be instituted. A phrenic interruption 
should not be performed except as a last resort, because if, 
as sometimes happens, the paralysis does not pass off the 
bronchiectasis may be made worse. Pulmonary suppura- 
tion apart from bronchiectasis may also give rise to a 
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troublesome haemoptysis. Bleeding from an acute lung 
abscess is seldom severe, and ceases when the abscess is 
treated vigorously with penicillin in large doses. Chronic 
lung abscess is treated as for bronchiectasis, but greater 
emphasis should be laid on antibiotics. 

The most difficult situation arises when with the means 
at his disposal the doctor cannot make a diagnosis. This 
usually happens when no radiograph of the lungs or media- 
stinum is possible. What is the correct course of action ? 
Generally speaking, the treatment of the patient is by 
placebos and a confident attitude. This is based on prob- 
abilities. The chances are considerable that a severe 
haemoptysis occurring for the first time will stop of its own 
accord, irrespective of treatment, if it is from a cause that 
will not ingvitably kill the patient. The fatal haemorrhages 
usually occur in patients who are already doomed. It must 
be emphasized that the above statement refers to a first 
haemoptysis, and is not applicable to those who have had 
previous bleeding; in these the probable diagnosis can 
usually be arrived at and treatment carried out on intelligent 
lines. 


Admission to Hospital 

Two practical questions often arise. First, should 
arrangements be made for the patient’s immediate removal 
to hospital? Personally I think that this is a mistake if 
reasonable facilities are available in the home and the 
doctor can be regularly on call, but it is usually best to 
initiate arrangements so that the patient can be admitted 
for assessment as soon as the haemorrhage has ceased. 
Secondly, in view of the alarm caused by the haemorrhage, 
the doctor should consider offering to obtain a second 
opinicn, although, as will be seen from this article, treat- 
ment is usually within the competence of the general 
practitioner. How easy it is to obtain a bed in hospital 
depends on the area. In a number of cases the local chest 
physician has a few emergency beds, but I see no reason 
why such a patient with severe haemoptysis should not be 
admitted into a medical ward of a general hospital. So 
long as the patient is in bed there is little risk of infection 
to anyone except the nursing staff, and they should be 
properly trained in their own protection. 


Next article om Emergencies in General Practice.— 
“ Bacillary Dysentery,” by Dr. R. C. MacLeod. 


Refresher Course Book.—Copies of the second volume of 
collected articles from the Refresher Course for General Practi- 
tioners are still available at 25s. (postage 1s.) each. The first 
volume is now sold out. 

Clinical Pathology Book.—‘ Clinical Pathology in General 
Practice,” 2 collection of 39 articles on clinical pathology that 
eppeared in the Journal as part of the Refresher Course for 
General Practitioners, is now available, price 21s. (postage 9d.). 

Both these volumes are obtainable from the Publishing 
Manager, B.M.A, House, Tavistock Square, London, W.C.1, or 
through any bookseller. 


“In recent years there has arisen in this country a multi- 
plicity of voluntary organizations for the welfare of one 
group or another of the physically disabled,” commented 
Lord KiLMamne, secretary of the Pilgrim Trust, at the annual 
meeting of the National Association for the Paralysed. 
A lead should be given towards national co-ordination. 
Overlapping not only wasted money on appeal funds, it 
also created disunity when dealing with Government depart- 
ments, where “a strong, concerted approach is likely to be 
more successful.” Further, these divisions tended to divide 
the sufferers into “a number of distinct categories, even 
social groups, whereas surely the broad aim should be to 
bring them all so far as possible into the ordinary life of 
the normal community.” 


British Medical Association, 
Canadian Medical Association, and 
Ontario Medical Association 


JOINT ANNUAL MEETING, TORONTO, 1955 


SUMMARY OF PROCEEDINGS 
THIRD GENERAL SESSION 


Why do Cancer Patients Delay ? 


Dr. R. F. FarQuarson (Toronto) took the chair at the Third 
General Session on June 24, when three papers were read, 
Dr. RALSTON PATERSON (Manchester), the first to speak, gave 
the Gordon Richards Memorial Lecture, entitled “ Why do 
Cancer Patients Delay?” In his introductory remarks Dr 
Paterson described Dr. Gordon Richards, who had been 
head of the department of radiology at Toronto General 
Hospital, as one of the great pioneers of radiotherapy. The 
work he did on the treatment of cancer put not only Canad; 
but the whole world in his debt. 

Dr. Paterson then turned to the main subject of his lecture 
—education of the public about cancer. In attempting to find 
an answer to whether cancer education paid, Dr. Paterson 
said they must first answer the question, Was early treatment 
of proved value? There were important voices which madg 
claims to the contrary. It was important to realize that in 
this context “early” referred to the stage of advancement 
of the disease in relation to each patient. Many misconcep- 
tions had arisen by equating “ early ” purely to time interval 
from the first symptom, whith disregarded the different rates 
of growth found in any sample of tumours of significant 
size. Of patients with treatable cancers those with growths 
of limited extent, whatever the length of time of their symp- 
toms, had a vastly higher chance of being cured. Cure 
could not be promised to anyone however early they came 
for treatment, but by coming early their chances of cure 
were improved. 

The two reasons why patients delayed going to the doctor 
were ignorance and fear. The first was the dominant cause 
in cancers of the cervix, mouth, or skin ; the latter was the 
main cause with breast cancer. Fear still caused greater 
delay than ignorance, and in Great Britain this appears to 
be based on a widely held belief that cancer was still totally 
incurable. In an investigation carried out in Manchester 
and its neighbourhood numbers of women were questioned, 
and only one-third of them thought that cancer was ever 
cured. In similar investigations in the United States, 
however, two-thirds of the women questioned thought that 
cancer could sometimes be cured. Any public education 
scheme had therefore as its purpose the elimination of the 
fear of cancer before going much further in the direction 
of education against ignorance. 

In cancer education schemes the emphasis should be on 
the theme that “some” cancers are curable in reasonable 


‘ numbers, and not on the raw slogan “Cancer is curable.” 


In the Manchester area an attempt had been made to 
measure the effectiveness of an educational campaign 
directed primarily towards breast and cervix cancer. It 
was found that the measures adopted—mainly sustained 
pressure through a continuing series of talks at small meet 
ings—did lead to a shortening, to a moderate extent, of the 
interval before a patient sought advice. The Manchester 
experiments had shown that a modest but definite retum 
for the effort expended could be expected. Hence public 
propaganda had some value. No evidence was yet available 
to show whether the patients influenced by the educational 
schemes had had their lives saved in consequence. 

Public education at its best was bound to be costly, though 


in the long run the good results should be cumulative. - 


Those working in this field were brought back to the un 
answerable question, “What is the price of one human 
life 
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Pitfalls of Gall-bladder Surgery 


Sir HENEAGE OGiLviE (London) read the second paper, 
and rather than speak on the usual subject of what to do 
jn gall-bladder surgery he chose to look at the problem the 
other way round and discussed “ What Not to Do in Gall- 
pladder Surgery.” If well done operations on the gall- 
bladder could restore to good health those who had been 
ailing for years. On the other hand, if badly done they 

cause long invalidism and premature death. 

Gall-bladder surgery should never be looked on as an 
emergency. Nature was good at fighting infections, and 
the wise surgeon would not be anxious to interfere unless 
he knew that the dangers of interference were less than those 
of waiting. The gall-bladder, unlike the appendix, was a 
distensible bag which could expand to hold fifty times its 
normal contents. An infected gall-bladder might burst, 
but not often, early, suddenly, or without abundant warning. 

If the surgeon was forced to operate for acute chole- 
cystitis he might find the gall-bladder gangrenous and be 
compelled to remove it. But in most cases he would 
drain it and remove it later safely and easily. Few common 
ducts were divided except by the rash cholecystectomist. 

The common duct, continued Sir Heneage, should never 
be explored unnecessarily. The duct should be opened when 
it contained stones and the stones removed. “Every ex- 
perienced operator should be able to say with considerable 
confidence whether a common duct contains stones, and if 
he cannot do so he should be diverted to some less danger- 
ous branch of surgery.” There were certain guides which 
helped a surgeon to come to a decision on whether to remove 
the gall-bladder for stone. 


Opening the Common Duct | 


When the common duct had been opened the surgeon 
should do as little inside it as possible. It was possibly the 
most temperamental tube in the body, and stones should be 
lifted out, coaxed out, or washed out—never pulled out, 
scraped out, or torn out by using a strip of ribbon gauze as 
a mechanical excavator. 

The mistake most commonly made was to leave one stone 
behind, and the surgeon who had opened the duct should 
search carefully for outlying stones that had escaped 
removal. Hepatic stones were often a cause of recurrent 
obstruction. It was when the surgeon was in doubt about 
the presence of further stones that operative cholangio- 
graphy was needed. This procedure could be useful, but 
it had an irresistible attraction for the gadget-minded sur- 
geon ; it should not be necessary in more than one operation 
in fifty. 

After discussing stenosing choledochitis and papillary 
stenosis, Sir Heneage laid down a fourth rule for biliary 
surgery: “We must never use diathermy inside the abdo- 
men.” As a means of cauterizing large slabs of tissue such 
as the liver to stop them bleeding, it could not be con- 
demned too strongly—there was no finer culture medium 
than cooked liver. 

To conclude, Sir Heneage said that the best advice an 
experienced surgeon could give to his junior was, “ Leave 
the common duct alone.” To miss a stone was not an irre- 
parable mistake, but the habitual duct-opener would remain 
a menace through life. 


Psychology and Psychiatry in Medical Education 


Dr. DESMOND CurRAN (London) read the last of the three 
papers at this session ; his subject was “ The Place of Psycho- 
logy and Psychiatry in Medical Education.” Confining his 
remarks to the education of medical students, he pointed out 
that physicians and surgeons played a more important part 
than psychiatrists in determining the attitude of future doc- 
tors to psychological and psychiatric problems. In his 


opinion examinations were the only effective way to make 
the average student take a subject seriously, and until there 
‘Were compulsory examinations in psychiatry it was not 
likely that this subject would take the place it should in 
the medical curriculum or in the estimation of medical 
students and ductors. 


Difficulties in teaching psychiatry were due far less to 
ignorance than to common misconceptions that medical 
students shared with the man in the street—misconceptions 
that were perhaps even intensified by their previous medi- 
cal education. This might be the reason why so many 
medical men were more antagonistic io psychiatry than were 
educated laymen. Dr. Curran then went on to elaborate 
some of the common problems that arose in teaching 
psychiatry—language difficulties, the idea that without 
structural pathology the patient could not be ill, the fallacy 
of the single cause, course, and cure of any disease, the 
notion that mental illness is an attempt to escape from 
difficulty, and so on. 

Some believed that the major contribution psychiatry 
could make to medical education lay in the better orienta- 
tion of medical students to the psychological and social 
problems involved in all illness. But the recognition of 
the psychological and social aspects of disease was not 
psychiatry but an essential part of medicine, and should be 
taught by general physicians and surgeons. Psychiatry, on 
the other hand, was best taught by psychiatrists on patients 
suffering from psychiatric conditions, and, further, was best 
taught by the traditional system of apprenticeship in both 
the in-patient and out-patient department, in just the same 
way as other branches of medicine were taught. This had 
the corollary that psychiatry was not best taught by those 
who were not psychiatrists on patients who were not suffer- 
ing from psychiatric conditions. 

Psychiatry was a very large branch of medicine in its 
own right, and it was essential for all teaching hospitals to 
have a large psychiatric out-patient department backed up 
by in-patient beds if patients were to be adequately treated 
and students adequately taught. The in-patient psychiatric 
department should have a special link with the departments 
of neurology and neurosurgery. 

Students learned far more by taking cases themselves than 
by anything else. At St. George's Hospital in London the 
academic board had now decided that all the medical 
students would spend a month living in the neuro-psychiatric 
unit (at the Atkinson—Morley Hospital), and during this time 
the work would be divided between the psychiatric depart- 
ment and the neurological and neurosurgical departments. 


SECTION OF GENERAL PRACTICE 
Thursday, June 23 


The president, Dr. IAN D. Grant (Glasgow), was in the chair 
for the reading of five papers by general practitioners—two 
from Canada and the remaining three from Britain. 


Why Look at the Tongue ? 


The first paper, given by Dr. AListarR McCrone (Glas- 
gow), was entitled “Let me see your tongue. Why?” 
Although less significance was now found in the time- 
honoured sign of a “clean” or “dirty” tongue, there was 
still a wealth of clinical information to be gained by careful 
examination of the tongue. Furring was probably impor- 
tant only as a reflection of the type of food being eaten; a 
change to a rougher diet would clear a really dirty tongue 
without recourse to purgatives or antacids. More importarit 
by far were the sore tongue, the glazed tongue, and the 
shiny tongue. With the aid of well-selected lantern slides 
Dr. McCrone described characteristic changes seen in the 
tongue (and sometimes also at the corners of the mouth) in 
patients suffering from pernicious anaemia, from iron and 
vitamin deficiency, and from the effects of antibiotic therapy. 
When the diagnosis was clearly that of pernicious anaemia, 
the glossitis responded readily‘to vitamin Bw; for other 
deficiencies he recommended the use of a composite pre- 
paration of the B vitamins. 

Dr. McCrone also showed slides of many other significant 
tongue changes, including the geographical tongue, the 
strawberry tongue, fissures and furrows, leucoplakia, gum- 
mata and other late syphilitic changes, tuberculous ulcers, 
and carcinomata. These illustrations convincingly empha- 
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sized the importance of careful examination of the tongue 
and the wealth of information of real diagnostic significance 
that could, be obtained thereby. 


Looking after the Aged 

The next paper was given by the president, Dr. IAN GRANT, 
and dealt with “ Problems in the Management of the Aged.” 
As the expectation of life increased with advances in medical 
science a steadily rising proportion of people would live 
on to a ripe old age, and they should be helped to make 
the best use of their added years. Senescence began about 
60, and was associated with tissue loss, with muscle and 
bone atrophy, with a sharp decline in gonadic function, 
with less effective cerebral and myocardial performance, and 
with changes in skin nutrition and texture. With allowances 
made for their changes old people should still be encouraged 
to lead active lives within their capabilities. 

Dr. Grant gave a prescription for a contented old age. 


- An elderly person should have at least one ambitious pro- 


ject he was determined to see through, and yet should not 
be too set in his ways that he could not adapt himself to 
enforced changes in plans; he should consider early what 
his financial circumstances were likely to be and shape his 
plans accordingly, thereby avoiding the anxieties that were 
so often associated with insecurity in old age ; and he should 
seek ways of helping others—here age had its opportunities 
no less than youth. 

Compulsory retirement at a fixed retiring age was not a 
good thing. Many old people could profitably continue at 
work, particularly if they could be employed in sheltered 
workshops at a slower tempo and for shorter hours than 
when younger. Wages so earned should be allowed to 
supplement their State pension. It was of the greatest 
importance to spare the old people any feeling of unwanted- 
ness : they should feel they still were useful members of 
society and had a real place in the life of their community. 
Darby and Joan clubs had done much to overcome loneli- 
ness for those old people who were able to get about, but 
did not offer much help to old people who were house- 
bound. The lonely old man degenerated more markedly 
than the old lady, but both needed protection from fears of 
ill-health, of insecurity, and of friendlessness. Regular 
visits from such people as the health visitor, and particu- 
larly the family doctor, were of inestimable help to the 
aged, and doctors should make it a practice to call at inter- 
vals on as many of their elderly patients as they could, even 
though illness or infirmity was not such as to make the visits 
essential. Dr. Grant was not in favour of the elaborate 
and expensive local authority homes, some of which lacked 
homeliness to the extent of becoming almost “ gilded 
cages ” for the old people, who were happiest when remain- 
ing self-sufficient in their own homes. When this became no 
longer feasible, he advocated community homes of a simple 
type where each inmate could have his or her own room 
with their own furniture, do their own housework for them- 
selves, and yet share in the community life. 


Hypertension 


Dr. F. M. Rose (Preston) spoke next on “ Problems of 
Hypertension in General Practice.” Long before the inven- 
tion of the sphygmomanometer experienced physicians had 
been able to recognize clinical changes which foreshadowed 
cardiovascular crises. The era of routine examination of 
blood pressure began rather more than thirty years ago. 
It was now known that the range of pressures that might be 
regarded as normal was appreciably wider than was formerly 
thought. Variations in diastolic pressure might have greater 
significance than those of systolic pressure. At one time 
patients were very blood-pressure conscious, and sought 
frequent information on the variations in their pressures. 
With better appreciation of the wider range of pressures that 
could be considered normal and safe, this nervousness was 
diminishing. 

In the treatment of hyperpiesis rigid dieting and protein 
deprivation were of doubtful value and in themselves un- 
desirable. Reduction in weight for those overweight was of 


benefit ; and rest and relaxation were essential. Adequate 
sedation could often be obtained by the use of mild sedg. 
tives, such as a tablet containing phenobarbitone and theo. 
bromine given twice a day. Of the modern hypotensive 
drugs Dr. Rose had obtained his most satisfactory regyjjs 
from the hexamethonium compounds ; results with rauwolfig 
compounds he had found disappointing. 

Malignant hypertension was not common in_ general 
practice. It was not always easy to make an immediate 
diagnosis. The onset was often sudden and the course 
could be fulminant. Blood-letting gave no lasting relief 
and although some cases were relieved by surgery the prog. 
nosis was not good. 

Dr. Rose advocated the routine recording of blood pres. 
sure for all patients, so that a basis might be established 
for later reference. Where abnormality was detected ang 
repeated re-readings were deemed necessary they should be 
accompanied by frequent ophthalmoscopic examinations, 


Occluding Arterial Disease 


Dr. Haro_p F. ROBERTSON (Toronto) next delivered a 
paper on “ Occluding Arterial Lesions of the Leg.” This 
was based upon some original work which he had carried 
out to determine the indications for endarteriotomy, arteri- 
ectomy, and vein-grafting in elderly patients threatened with 
gangrene of a lower extremity. He had followed up 1J 
cases where amputation of the leg had become nec 
because of gangrene. In four of these the underlying patho- 
logy was arteriosclerosis, in four diabetes, in two Buerger’s 
disease, and in one trauma. He had examined the amputated 
limbs first by radiography after injection into the main 
artery of radio-opaque substances, and later by dissection, 
He showed slides of the x-ray appearances and of micro- 
scopic sections of the arteries, and described the macro- 
scopic findings of his dissections. 

Dr. Robertson stressed the fact that arteriosclerosis was 
a systemic disease very often more widely present than the 
localized clinical symptoms might suggest. Nevertheless 
the available collateral circulation was often capable of 
adapting itself to the extent of re-establishing an adequate 
alternative circulation without the need for endarteriotomy. 
In diabetes, arterial obstruction was usually more marked 
and more evenly distributed, but again the possibility of 
establishment of a compensatory collateral circulation should 
be awaited. The characteristic findings in Buerger’s disease 
were of a thromboangiitis obliterans with little effective 
collateral compensation. Local traumatic damage would 
precipitate gangrene if pathological arterial changes were 
already present in the limb. 

The advantages to be gained by endarteriotomy or by 
arteriectomy and vein-grafting in the elderly were problem- 
atical, and Dr. Robertson’s studies showed that they should 
not be embarked upon until the estimation of blood volume 
in the limb and examination by arteriogram suggested that 
the lesion was localized and that the arteries were capable 
of re-establishing and maintaining good post-operative 
peripheral circulation. 


Surgery in the Aged 

The last speaker was Dr. JoHN R. IBBERSON (Calgary), 
who took as his subject “ Preparing the Geriatric Patient 
for Surgery.” The general practitioner was often the person 
most capable of assessing the suitability of an elderly patient 
for operation and of weighing the benefits likely to accrue 
from surgery against the risks that would need to be taken. 
In making his assessment the practitioner should consider 
the patient's age—bearing in mind that the age of his tissues 
might be greater or less than his chronological age, and that 
this might have considerable influence upon healing processes 
and upon tolerance to pain and post-operative complica- 
tions. The degree of physical activity normal to the patient, 
and usually known to his doctor, might give useful guidance. 
In assessing tissue function, particular attention should be 
paid to tissue damage, and to the extent to which tissue 
reserve might already have been drawn upon. This was 


obviously significant where, for instance, previous illness, » 
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injury, oF operation might have reduced the renal or hepatic 
reserve, but was of no less importance when carcinomatous 
cachexia indicated severe wasting, particularly if an opera- 
tion (such as an abdomino-perineal excision of the rectum) 
jnvolving tissue loss, blood wastage, and shock was con- 
templated. 

Recent deteriorations in mental as well as physical capa- 
bility were of prognostic importance. Often the doctor 
himself would have detected such changes, but he was often 
helped by the observations of relatives or nurses, who might 
have noticed changes in personality or temperament. 

Once the decision had been made for surgery, the general 

titioner had his role to play in explaining the purpose 
and the advantages of the operation, and the procedures 
sary before and after operation. Particularly, the 

tient should know of any discomforts he might meet (e.g., 
the transient dysuria that follows cystoscopy). Explanation, 
re-explanation, and reassurance, bringing faith and confi- 
dence, should be undertaken pre-operatively rather than 

-operatively. 

The importance of a careful history and of a full physi- 
cal examination was emphasized. Special precautions should 
be taken with the patient in whom recent severe loss of 
weight might have reduced blood volume without change in 
the extent of the vascular bed. Watch should also be kept 
for protein and vitamin deficiencies associated with pro- 
longed inadequate diet. Such deficiencies, as well as dis- 
turbances of fluid balance, should be corrected before opera- 
tion. Sedation should be pre-operatively tailored to the 
patient’s own needs: chloral hydrate and paraldehyde were 
better drugs for use in the elderly than barbiturates or 
morphine and its derivatives, which so easily lead to con- 
fusion and disorientation. Adequate (even prolonged) pre- 
operative stay in hospital might well save time by mini- 
mizing the risk of post-operative complications, and in the 
event might well shorten the total stay in hospital. Finally, 
the general practitioner should see that adequate prepara- 
tion was made for the proper care of his patient on his 
return home. 


BRITISH EMPIRE CANCER CAMPAIGN 
32nd ANNUAL REPORT 
[FRoM A SPECIAL CORRESPONDENT] 


On July 12 the British Empire Cancer Campaign held its 
32nd annual general meeting at St. James’s Palace, London, 


. with the President, the DUKE oF GLOUCESTER, in the chair. 


The principal business on this occasion is of course the 
presentation of the annual report which records the inves- 
tigations supported by the Campaign during the past year. 
The 1954 report is a massive volume of over 500 pages, and 
the reader cannot help but be impressed, and at times even 
overwhelmed, by the enormous scope and variety of present- 
day approaches to the cancer problem. The results of all 
these activities, relating to most branches of medicine, are 
well summarized in the introduction of the report. Those 
who wish for more detailed information can find it in the 
subsequent accounts from the various departments, research 
units, and individual workers. 


Environmental Causes of Cancer 


Research continues into possible causes of the association 
between smoking and cancer of the lung. Mice have been 
tested with tars from cigarette smoke, or exposed for long 
periods of their lives to the smoke itself, so far with nega- 
tive results. This suggests that any carcinogenic properties 
of the tars tested are at most very attenuated. These results 
being possibly peculiar to the mouse, experiments are being 
tepeated in other species such as the hamster. Other studies 
which have yielded negative results are tests for carcinogenic 
action of tar from mechanically smoked cigarettes and of 
extracts from the butts of naturally smoked cigarettes. Con- 
densates from cigarette tobacco smoke, and from cigarette- 
paper smoke, have, however, been shown to contain carcino- 
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genic hydrocarbons, notably 3:4-benzpyrene, which is be- 
lieved to be derived largely from cellulose and from related 
compounds in the tobacco plant. 

In the field of carcinogenesis an increasing number of 
naturally occurring substances are being discovered which 
are capable of producing cancer, and knowledge is accumu- 
lating of the manner in which some of these substances 
act. For example, the initiating action of urethane in pro- 
ducing skin cancer in mice appears to depend on its influence 
in purine metabolism. The carcinogenic activities of certain 
hydrocarbons have been shown to vary greatly from one 
compound to another in so far as their effects on individual 
organs are concerned. Some will cause ovarian, others only 
breast, tumours in mice. Marked differences in the sus- 
ceptibility of different species to these agents continue to 
be reported. Thus, certain compounds which are almost 
inert in mice will produce tumours quickly and abundantly 
in rabbits. 

Another study, still at an early stage, is concerned with 
the possible connexion between the character of the soil and 
local variations in cancer incidence, Already there is statis- 
tical evidence in support of there being some such associa- 
tion in the case of cancer of the stomach. 


Immunological and Biochemical Peculiarities of the 
Cancer Cell 

Largely owing to the work of H. N. Green and his col- 
leagues at Leeds, there has been a revival of interest in 
cancer immunology. The theory has been put forward that 
all neoplastic cells lack one or more of the substances (prob- 
ably protein complexes) which confer tissue or individual 
identity, or both, on the cell. Thus, the affected cells be- 
come more antigenically neutral, and so do not attract to 
the same degree as do normal cells the immunologically 
regulated disposal mechanism which is developed during 
foetal life. In support of this theory, immunological differ- 
ences have been reported as between liver tumours and 
hepatic parenchyma in the rat. Other types of tumour are 
now being studied along these lines. 

In the biochemical field, researches of a fundamental 
nature into the metabolism and composition of tumour cells 
are being continued. Early results have indicated certain 
differences in enzymes and in‘amino-acid and nucleic acid 
composition between normal and tumour cells, the signi- 
ficance of which is still obscure. Tracer techniques are 
becoming increasingly useful in this type of work, 


Hormone Excretion in Cancer 


The patterns of 17-ketosteroid excretion in cases of cancer 
have been examined further by A. E. Kellie and his asso- 
ciates at the Courtauld Institute of the Middlesex Hospital. - 
Earlier American reports had suggested that there was an 
increase in Cn-oxygenated 17-ketosteroids in cancer urines 
compared with those of normal individuals. It now appears 
that this increase is proportional rather than absolute, and 
occurs predominantly at the expense of the main Cy-deoxy- 
compounds such as androsterone and isodehydroandro- 
sterone. The pattern of excretion in some of the cancer 
cases did not differ significantly from normal. When the 
abnormal pattern occurred, it did not follow that this was 
a primary effect of neoplastic disease ; it could equally well 
have been caused by increased production of corticosteroids 
as a result of stress associated with the terminal stages of 
disease, these compounds being partly metabolized to Cu- 
oxygenated 17-ketosteroids. 


Biological Effects of Irradiation and Chemotherapy 


Among the reports on radiation studies there are some 
important additions to our knowledge of how ionizing radia- 
tions modify the structure of complex molecules such as 
those of living cells. The decomposition of water which 
occurs with irradiation is known to yield OH radicles, 
and there are good grounds for believing that H atoms and 
HO: radicles may be intermediates in the transformation 
of more complex molecules. Most of the work in this 
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field, though of basic importance, is highly technical and 
difficult for the non-specialist worker to follow. 

Some fascinating studies are being made of the biological 
effects of radiation and of radiomimetic chemicals in plants 
and insects. To quote from the report (p. xxi): “From 
studies of . . . mutations induced in the sperm of Droso- 
phila, it has been coucluded that the amino-acid “ mustards ” 
have a different mechanism of biological activity from other 
chemically related alkylating agents, both as regards the 
germ cell stages upon which they act and the gene loci which 
they mutate, leading to a selectivity in mutational efficiency 
not shown by other agents. The mutagenic efficiency of 
x rays has been shown to be strictly additive with that of 
either of two chemical mutagens, mustard gas and urethane, 
when acting on Drosophila spermatozoa. This observation 
has an important bearing on underlying mechanisms.” 

The rate of incorporation of labelled iron into the circu- 
lating red cells is one of the most sensitive indices of total 
body irradiation. A recent study by Lajtha and his col- 
leagues, on human red cells in vitro, has shown that, 
although the early cell forms are more sensitive than the 
late forms, those cells which survive radiation for about a 
day show no impairment in their ability to take up radio- 
active iron in vitro, Therefore it seems likely that the 
extreme radiosensitivity shown in vivo is due to impaired 
mitosis rather than to defective haemoglobin synthesis. 

Other workers have compared the effects of x- and neutron 
irradiation of the whole body in rats, and have found a 
marked difference in the patterns of response. Whereas 
neutrons cause a relatively greater fall in lymphocytes and 
body weight, there is no difference in the degree of fall of 
the platelets, this last factor being important in relation to 
post-irradiation haemorrhage. 

Among the many umbrella-like actions of cortisone, this 
steroid has been shown to have a striking effect in protecting 
guinea-pigs from ulceration of the skin after exposure to 
large doses of x rays ; whereas the untreated animals showed 
gross skin damage, only minimal changes appeared in those 
receiving cortisone injections. 

In the field of biophysical techniques, new instruments 
such as the ultra-violet, the phase-contrast, and the inter- 
ference microscope, as well as the electron microscope, con- 
tinue to be applied to the cytological study of the malignant 
cell; and the use of ultrasonic echoes for the diagnosis and 
location of brain tumours is being explored. Radioactive 
isotopes provide one of the most valuable biophysical 
techniques in medical research, more especially in revealing 
the dynamic aspects of living processes. In addition to 
direct radio-isotope techniques, activation analysis has been 
used for estimating phosphorus and nitrogen in samples 
of nucleic acid. This method enables certain elements to 
be identified and measured by the radioactive species which 


they generate under bombardments in a nuclear reactor. 


Clinical Radiotherapy 


In the domain of radiotherapy, the installation of more 
powerful and more penetrating sources of radiation offers 
improved techniques for the treatment of cancer. Recently 
a number of centres have installed 1 MeV and 2 MeV 
equipment, and the results have encouraged a further up- 
ward trend in voltage. In addition, the first of a number 
of 4MeV linear accelerators has recently entered into 
clinical use, and a 15 MeV linear accelerator is in process 
of being commissioned. The “ cobalt bomb,” or, more pre- 
cisely, the Theratron radio-cobalt unit, offers certain advant- 
ages in the ease and accuracy with which a beam of radia- 
tion can be directed to a lesion, or rotated round the supine 
patient with maximal comfort and least likelihood of move- 
ment. As regards penetration in depth and the avoidance 
of excessive skin damage, ““Co y rays do not fall far short 
of x-radiation generated at 4 MeV. 

Radioisotopes have been in therapeutic use for over six 
years, and it now becomes possible to appraise their place 
in the treatment of certain types of cancer. Radioactive 
phosphorus (**P) has proved its value in the treatment of 
polycythaemia vera. By its use it is possible to avert the 


vascular disasters of this disease, and, as yet, there has 

no increase in the incidence of leukaemia and myclosclerogis 
in the patients so far treated. In the course of treat 
chronic leukaemia with *“*P an exponential relationship has 
been noted between the total white cell count and the 
accumulated whole body dosage of radiation. By extra. 
polating this line, it has become possible to predict the 
minimal effective dosage of **P for each patient at an early 
stage of treatment. 

The efficiency of certain radiosensitizers, especially “ syp. 
kavit ” (water soluble vitamin K analogue), has been studied 
in a fairly large series of cases. It has been found that 
when this substance is given intravenously it has a small 
but useful adjuvant effect in the radiotherapy of inoperable 
carcinoma of the bronchus. Another factor which may be 
important in determining the radiosensitivity of a tumour 
is the oxygen tension within it. The histological structure 
of certain human tumours, notably bronchial carcinoma, 
displays a necrotic pattern which suggests that a proportion 
of the tumour cells exist under relatively anoxic conditions, 
There is thus some rationale for giving oxygen to the patient 
during irradiation of these tumours. 


Cancers of the Colon, Stomach, and Breast 

In the field of clinical pathology the increased risk of 

cancer of the colon appearing in long-standing cases of 
ulcerative colitis is becoming well recognized. These 
tumours are often multiple and atypical ; they grow rapidly 
and metastasize early. Their incidence was nearly 6% in 
120 cases of ulcerative colitis treated by colectomy at S¢t, 
Mark’s Hospital, the average duration of symptoms before 
the onset of secondary cancer being 15 years. 
_ Intestinal metaplasia, in which parts of the stomach lining 
become replaced by a type of mucosa which is normally 
found only in the small intestine, appears to be important 
in the aetiology of gastric carcinoma. A combined investi- 
gation conducted at Mount Vernon and the Middlesex hos- 
pitals revealed a much higher incidence of this change in 
tumour-bearing stomachs, and showed that in about a third 
of all the gastric cancers examined the growth had arisen 
from metaplastic epithelium. 

Further analyses of large series of stomach cancers have 
confirmed earlier reports of a remarkable excess of blood 
group A; in this condition. It is also suggested that breast 
cancer may be commoner in Rhesus-positive women. Statis- 
tical examination of social factors relating to cancer of the 
breast has shown no difference in the incidence of this 
disease between single and infertile married women, but 
suggests that high fertility may be protective if marriage has 
not been delayed too long. 


Chemotherapy in Neuroblastoma and Leukaemia 


In the chemotherapeutic field an important further study 
has been made at Great Ormond Street of the effect of 
vitamin By on children with neuroblastoma, a condition 
which assumes increasing importance with reductions in 
mortality from other causes. An appreciable effect was 
observed in nearly 50% of the cases treated, though eventual 
relapse may occur. These results are all the more remark- 
able in that direct or metastatic spread had already taken 
place in most of the cases before treatment was started, and 
it had been concluded that surgery or radiotherapy would 
not be beneficial. 

From the Chester Beatty Institute there comes a second 
report on the effects of “myleran” in the treatment of 
chronic myelogenous leukaemia. Special attention has been 
focused on the problem of maintenance therapy and the 
phenomenon of slowly acquired resistance in patients re- 
ceiving the drug over long periods. Studies of a new afo- 


matic nitrogen mustard are being undertaken at the same. 


institute, with results which seem promising in follicular 
lymphoma and chronic lymphatic leukaemia. 


Conclusion 


In this note, it has been possible to touch on only a few 
of the many studies so well presented in the Campaign's 
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Many aspects of modern cancer research have 
ywn increasingly complex and technical and are passing 
beyond the ready grasp of most clinicians. Though a 
nacea for cancer is as anxiously awaited as ever, there are 
still no signs of any general answer to the cancer problem 
being forthcoming in the near future. Meanwhile, consola- 
tion must be sought in the important advances which are 
taking place on many fronts in the palliative and radical 
treatment of the disease after its inception. 


BAN ON HEROIN 


B.M.A. DEPUTATION AT HOME OFFICE 


The following statement was issued from the Home Office 
on July 11. 
The Home Secretary (Major Gwilym Lloyd-George), the 
Minister of Health (Mr. Iain Macleod), and the Joint 
Parliamentary Under Secretary of State for Scotland 
(Mr. J. N. Browne) to-day received a deputation from 
the Council of the British Medical Association and heard 
representations against his decision to cease authorizing 
the manufacture of heroin at the end of this year except 
in respect of small quantities necessary for scientific pur- 
or the manufacture of nalorphine. The deputation 
consisted of Dr. E. A. Gregg (Chairman of the British Medi- 
cal Association Council), Mr. A. Lawrence Abel, Dr. A. H. 
Douthwaite, and Dr. R. Hale-White. 


Deputation’s Statement 

The deputation referred to three resolutions passed by 
the British Medical Association at its recent Annual Repre- 
sentative Meeting protesting against the Home Secretary's 
decision to cease authorizing the manufacture of heroin and 
asking that the decision be reversed or at any rate modified 
to permit manufacture of the drug in this country for use 
by medical practitioners, even if its export were prohibited. 
The Annual Representative Meeting, which was composed 
of doctors whose daily job it was to tend patients, had 
approved the resolutions by a large majority. They felt 
strongly that medical practitioners should not be prevented 
from prescribing a drug which many of them thought indis- 
pensable in certain types of case, and they gave detailed 
evidence in support of the view that the retention of heroin 
was necessary. They further asserted that the Government 
could not claim to have ascertained the views of the medi- 
cal profession before arriving at its decision, since they had 
not consulted the Association, which was the only body 
representative of the whole profession. 


Home Secretary’s Reply 

In reply the Home Secretary recalled the circumstances 
leading up to his decision. So far from acting Hastily or 
without proper consultation, the Government had taken 
over four years to consider the matter and had consulted 
a number of bodies representative of the medical profession. 
The Association had had ample o»vportunity to make its 
views known. It was no secret tiat fe prohibition of heroin 
was under consideration. Indeed, in July, 1953, the Associa- 
tion’s Journal had published an article which clearly con- 
templated that prohibition might be imposed. It had evoked 
one solitary letter of protest. When therefore he announced 
his decision in February, 1955, he had no ground for think- 
ing that it would be unacceptable to the Association ; their 
resolution of the previous November not having, at that 
date, been communicated to the Government. 

The Home Secretary thought that there had been some 
misunderstanding as to the reasons for the proposal to pro- 
hibit the lawful manufacture of heroin. It was not related 
to the domestic problem but the need for an international 
effort to mitigate the heroin problem. To permit manu- 
facture of heroin in this country but to prohibit export 
would not comply with the Economic and Social Council's 
resolution, Moreover, if the manufacture of heroin were to 
be permitted in this country on the ground that its use was 


indispensable in the relief of suffering (which was contrary 
to the advice the Government had received), it would be 
difficult to prohibit the export of the drug—for example, to 
our Colonies. 

The Minister of Health deprecated the attacks that had 
been made on Ministers. They had taken on more than 
one occasion the best advice available to them. The stand- 
ing medical advisory committees included in their member- 
ship the most eminent and responsible leaders of the 
profession. 

The Jotnt Parliamentary Under Secretary of State for 
Scotland said the consultation in Scotland had proceeded 
in parallel with that carried out in England. Expert opinion 
had agreed that there was insufficient reason to stand out 
from international action of the kind proposed. No com- 
plaints had been received in Scotland. 

Before giving a final reply to the deputation the Home 
Secretary would consider their representations most care- 
fully in consultation with the Minister of Health and the 
Secretary of State for Scotland. ] 


Nova et Vetera 


THE LAST ILLNESS OF NIELS RYBERG 
FINSEN 


In a paper published in Farmakoterapi (No. 4, 1954) Dr. 
Frithjof Wigers gives an account of certain doctors whose 
studies of their own diseases threw valuable light on them. 
Among these doctors is the Dane, Niels Ryberg Finsen, 
who in 1903 was awarded the Nobel Prize for his work on 
the action of light on the human body. Born in 1860, he 
was dogged for the better part of his life by the disease 
which ultimately killed him. The best clinical account of 
it was given by himself in articles he published in the organ 
of the Danish Medical Association (Ugeskrift for Lager). 
The first, “Concerning the Treatment and Prevention of 
Ascites,” was published in 1894. The last appeared in 
1904—-the year of his death—‘“ Is There a Chronic Potas- 
sium Chloride Poisoning due to an Accumulation of the 
Salt in the Organism ? ” 

According to his own account, Finsen began to feel ill in 
1883 with signs of gastric catarrh. This diagnosis held 
good for a couple of years. Presently signs of liver disease 
appeared—dilated abdominal veins and pain in the liver 
region and right shoulder. He noted that his liver and 
spleen were enlarged. Having spent six years in Iceland, he 
mused on the possibility of an echinococcus infection of the 
liver; but a couple of exploratory punctures yielded no 
cysts. “On discharge from hospital I was told that the 
hypertrophy of the liver probably did not depend on an 
echinococcus, but rather on stasis due to cardiac insuffi- 
ciency... .” By the spring of 1891 ascites had beccme 
very troublesome. “I tested certain diuretics, but without 
success, and there seemed therefore to be no alternative 
to punctio abdominis, but this prospect did not appeal to 
me much. It was then I found in a book a reference to 
* Trockendiat.’ I started the cure at once, but was amazed 
by the result, for in 3-4 days after the start of the cure the 
diuresis, which I had expected to fall, rose to a level at 
which it had not been for a long time. It remained at this 
level for several days and then returned to normal. At 
the same time I noticed an indescribable relief, the lower 
abdomen having diminished in circumference and all the 
troublesome symptoms having disappeared. During the last 
days of the cure the feeling of emptiness in the lower 
abdomen was almost too great.” 

Finsen now threw himself heart and soul into his 
“ Trockendiet.” His physician, Dr. Fléystrup, watched him 
with the greatest admiration, as he stuck to his guns year 
after year and day by day, weighing every scrap of bread 
he ate, and measuring every sip of water he drank, follow- 
ing his self-imposed dietary with such abstinence that in 
Fléystrup’s opinion the cure was really worse than the 
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disease. Fléystrup remarked that he could ot imagine 
anyone else carrying out such a treatment for so long a 
time. It needed Finsen’s sanguine temperament, his appre- 
ciation of the seriousness of his case, and his invincible 
conviction that the method he had chosen was the only 
one worth discussion. In due course the ascites got the 
better of the “ Trockendizt,” and in 1896 Finsen had to 


consent to the evacuation of some fluid by puncture. At . 


this stage he began to speculate on the part played by salt 
in the human organism. He put himself on a very severe 
salt-free diet, measuring the secretion of salt in the urine 
very carefully as well as keeping a record of his body 
weight. Soon he had to confess to disappointment. “The 
quantity of my urine has not risen, oedema still develops 
easily, and the ascites is also easily increased.” 

Finsen’s doctors had long realized they were not dealing 
with an ordinary textbook type of ascites, and they sus- 
pected that his symptoms must be due to some form 
of peritonitis. Alternative diagnoses were symphysis peri- 
cardii and some endocardial lesion. It fell to the lot of 
Fléystrup and the pathologist Scheel to carry out a post- 
mortem examination of Finsen in 1904. The most im- 
portant findings of this examination were pericarditis 
adhaesiva c. petrificatione, peritonitis chronica fibrosa 


hyperplastica. CLAUDE LILLINGSTON. 


Preparations and Appliances 


A PROTECTIVE ATTACHMENT FOR SUCTION 


PUMPS 


Dr. A. S. Garpiner, of the General Hospital, Taiping, 
Malaya, writes : The attachment here illustrated has proved 
of great value in protecting our electric suction pump from 
the damaging effects of aspirated blood, pus, etc., arising 
from reversed connexion of the tubes to the suction bottle, 
or from over-filling of the bottle. It is constructed from 


Fic. 1 Fic. 2 


such common items as an “ alkaseltzer” bottle and a 1-g. 
streptomycin bottle, but is nevertheless remarkably effective. 
As soon as any fluid enters the attachment, the float bottle 
rises and prevents the pump from exerting further suction. 
A similar model which prevents froth reaching an empyema 
pump is also in use. 

Key to Explanatory Diagram.—B =Brass arm attached to 
suction pump. AB=Alkaseltzer bottle. SB = Streptomycin 
bottle. C=Shaped cork stopper. R=Length of rubber 
tubing. P=Connexion to suction pump. S=Connexion 
from suction bottle. 


I am grateful to Staff Sergeant A. V. Coleman, of No. 1 Station 


Workshop, R.E.M.E., for designing and producing this attach- 
ment in his spare time. I should like to thank the Director of 
Medical Services, Federation of Malaya, for permission to 


‘publish. 


Correspondence 


Survival in Cancer 


Sir,—In the article entitled “ Early Cancer Detection ang 
Education: A Pilot Trial” by Drs. J. Walter and B. ¢ 
Atkinson (Journal, March 12, p. 627) the question is asked, 
“Is Early Treatment Essential?” After a brief mention of 
the intrinsic variations in growth rate, and the statement 
“ But this does not imply that there is no difference in sur. 
vival rates of patients treated in the early or later stages of 
the disease,” they go on to conclude that “ with exception 
of the two extremes of biological virulence, earlier detection 
and treatment of the large intermediate group seem to hold 
out the best present-day hope of improvement.” 

There is no doubt that there is a difference in the survival 
of early stage patients as against those in the late stages, 
This does not necessarily mean, however, that early diagnosis 
is essential, since in saying this we ignore the period the 
later stage patient has lived from the time when his cancer 
was in its early stages. Let us take two identical cases who 
are in stage 1 in 1947., One is detected and treated in 1947 
and survives till 1953. The other case is not discovered 
and treated till 1952 (by then it is in stage 4) and dies in 
1953. What do we have? Our “survival” statistics show 
the stage 1 case as having a 5 + year survival while the stage 
4 case has only a one year survival! If the treatment 
happens to be difficult, disfiguring, or physically handicapp- 
ing, the joy over the “5+ year survival” becomes mixed 
indeed. 

The above shows that we do not prove the superiority of 
early treatment by merely showing that patients treated in 
early stages have better survival rates than later staged 
patients. If we want to measure the effect of treatment, we 
must compare treatment at the several stages versus no treat- 
ment rather than treatment at early stages against treatment 
at late stages. We must even go beyond “ survival ” rates; 
the well-being of the patient, both physical and emotional, 
should be considered in deciding the handling of the case. 
This does not argue against treatment at early stages, 
especially where effective treatment is possible, as in basal- 
cell carcinoma of the skin. It does argue for more realistic 
interpretation of survival rates in measuring the effect of 
treatment and the need for more data on the problem of 
rates of growth of malignancies—We are, etc., 

JAMES W. ELLIs. 

Berkeley, California. GEORGE LINDEN. 


Measles 


Sir,—One can hardly find words strong enough with which 
to deprecate the practice advocated by Dr. J. F. Lund 
(Journal, May 21, p. 1279) of giving prophylactic sulphon- 
amide or penicillin to every case of measles. To begin with, 
the theoretical foundation is not very strong. The primary 
cause of measles being insusceptible to these drugs, it 
follows reasonably that the primary cause of the complica- 
tions will not be susceptible either. All one can hope is 
that if secondary organisms become active in the compli- 
cations they may be combated. Furthermore, as other 
correspondents have pointed out, the incidence of complica- 
tions is often not very great. Of those which do occur, a 
large proportion are not severe—for example, most of the 
cases of otitis media are of the benign catarrhal type, settling 
down in a matter of hours rather than days without any 
treatment. 

Then has Dr. Lund really thought out what would happea 
if we all followed his example? Measles being more or 
less a universal complaint, few people reaching adult life 
without an attack, it would mean nothing less than subject- 
ing practically the entire population, in not so very many 
years, to a course of sulphonamide or antibiotic. In the 
case of Great Britain alone that would work out at over 
40 million needless courses of these drugs. And could we 
logically stop there? What about all the other infections 
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which have complications ? What most people think of as 
“influenza” is a complaint very like measles (one has 
thought of it as “ morbilliform “flu ”}—the complications are 
much the same. And streptococcal throats? Here the 
theoretical indication is stronger, but the position is not so 

as might appear. Large-scale throat swabbing has 
revealed that, where there are cases of infectious tonsillitis 
in a village, practically everybody gets a dose of it. In 
most cases the symptoms are minimal. Presumably a useful 
topping-up of immunity to haemolytic streptococci results. 
But all cases are to some extent at risk of complications. 

Yet the crux of it all is not so much there as in the ques- 
tion, How much harm would be done? These drugs are 
obviously life-saving when used with careful discrimination. 
As other correspondents have stressed, there is grave danger 
of their value being destroyed through misguided use, induc- 
ing resistant bacteria and allergy. Apart from this there 
are the toxic effects to be reckoned with, and here surely 
is the chief fallacy. These drugs have themselves a com- 
plication rate. There seems to be a widespread tendency 
to belittle this. Overt cases of such effects may not be 
many, but they obviously do occur; and it is only reason- 
able to suppose that there may be considerably more sub- 
clinical effects. There may yet be long-term effects of which 
we know nothing. Most frightening suggestion of all, there 
may be genetic effects. Shall we ever be able to prove or 
disprove this? “Modern drugs are so complicated, you 
don’t know what you are doing "—this chance remark heard 
when sulphonamides came in has coloured one’s thinking 
ever since, and might well be more widely heeded. All 
these drugs ought not to be looked upon as beneficent sub- 
stances with occasional (euphemistic word !) side-effects, but 
rather as materials essentially toxic to the body yet with 
incidental good effects. 

Finally, one can hardly leave the subject without pointing 
out the medico-legal hazards of this policy, which, after all, 
has not official sanction. It is indeed not a little disturbing 
to think how easily danger to the community can arise in 
this way. In all earnestness, it is to be hoped that all who 
have: embarked on prophylactic therapy of this sort will 
reconsider the matter, and abandon it stat.—I am, etc., 
Litcham, Norfolk. E. A. KNAPPETT. 

Sirn,—The letters on this subject indicate that much 
thought is being given to the question of afitibiotic therapies 
and a reassessment of their use and abuse is surely required. 
Other virus diseases are associated with secondary “ septic ” 
complications such as influenza, coryza, and the atypical 
pneumonias. Bronchitis and catarrhal fever may also be 
phenomena produced by a combination of virus and bac- 
terial activity. The writer feels it is quite possible that 
bacterial complications in virus diseases may play a defensive 
role in checking the dispersal of virus in the host—in other 
words, that our saprophytes are deployed in antagonism to 
the deadly virus forms against which we have no organized 
resistance. If we use antibiotics indiscriminately against our 

“saprophytes whenever they are active, are we releasing 
virus which will increase our problems by multiplying virus 
diseases ? 

Since the advent of the sulphonamides and the antibiotics 

20 years ago, the bacterial pneumonias have been conquered. 
Is it a coincidence that carcinoma of the lung has also 
increased in incidence over the same period to such alarming 
proportions, and that neoplastic disease of this type may be 
associated with virus activity ? The same reflections about 
the spectacular increase in anterior poliomyelitis cause one 
to consider that role of saprophytic flora in the intestinal 
tract : it is from here that the virus of poliomyelitis is said 
to gain access to the nervous system. Typhoid and the 
bacillary dysenteries have been eliminated during the same era 
that poliomyelitis has become common. It is not impossible 
that virus forms parasitize bacillary forms and that in using 
antibiotics we release the former for invasion into human 
tissue. 

Laboratory techniques are universally employed to detect 
so-called causative organisms of the bacillary type. Anti- 


biotics are universally employed to eliminate them. Are 
we right in assuming that the former are causing the diseases 
with which they are associated, and that the latter are curing 
the diseases in which they are employed? The writer feels 
that if techniques for demonstrating virus activity become 
simplified we may discover these forms in active symbiosis 
or antagonism with bacterial forms in many of the diseases 
now thought to be due to the latter alone. A sweeping re- 
organization of antibiotic therapy will then be required. In 
the meanwhile let us be observant and alert to the misuse 
and abuse of these powerful therapies as advised by Dr. 
John Fry (Journal, June 4, p. 1389).—I am, etc., 
Romford, Essex. P. D. MULKERN. 


Tonsillectomy 


Sir,—I was very interested to read the paper by Mr. J. C., 
Campbell and Dr. D. Hunter Smith (Journal, June 18, 
p. 1451) on guillotine tonsillectomy. Having given anaesthe- 
tics for E.N.T. work on and off since 1929, I agree with 
their remarks that the guillotine operation properly per- 
formed is a good operation, and the results are good, if it 
is properly performed. I also agree that in no surgical 
operation is the anaesthetist of such importance as in this 
particular operation. I have been fortunate in that all the 
E.N.T. surgeons with whom I have been associated for 
this work have been extremely skilled at this particular 
operation. 


The children are carefully selected as being suitable for - 


the guillotine operation and are seldom more than about 
9 years old. 

I have tried all methods of producing anaesthesia for this 
operation, generally with open-mask techniques, and my 
favourite used to be ethyl chloride on the open mask, which 
can give very satisfactory results. However, about eight 
years ago I began using thiopentone intravenously. This 
astonishingly gave such good results that I have used it as a 
routine ever since. Premedication is only atropine. I have 
the patient flat on the back, and have a slight Trendelenburg 
tilt on the table. I then inject a small dose of thiopentone, 
‘using the “ closed vein” technique. The dose is 0.05 g. for 
each year of age, minus 0.05 g. The maximum is 0.3 g. 
This is a rough guide, and is varied according to general type 
and size. The jaw is relaxed and it is easy to insert a 
Sydenham gag; the head is extended and the tonsils are 
removed. The patient is then turned on the side with the 
head over the edge of the table, and the adenoids are 
curetted. 


The advantages I found are: (1) Smooth, easy, non- — 


frightening induction. (2) Rapidity: it is less time-consuming, 
and the children do not have to be hospitalized for so long 
afterwards. We found at the Gloucester Royal Infirmary 
that it was usual to be able to do some eleven cases in 50 


minutes. (3) Safety factor: this surprisingly was extremely 


high. I must have given some 8,000 of this type of anaes- 
thetic without any fatality ; and difficulties such as insuffi- 
cient anaesthesia, laryngeal spasm, and apnoea were far less 
frequent than when using ethyl chloride, and were much 
more easily coped with. (4) Recovery: the reflexes, as 
evinced by coughing or crying, were almost invariably present 
on withdrawing the adenoid curette, or occurred very soon 
afterwards ; by the time they left the table, the children 
were in a safe condition. (5) After-effects were negligible, 
although from time to time there were “epidemics” of 
post-operative restlessness. These did not last long and were 
infrequent. The children recovered quickly, had ne un- 
pleasant memories, and were lively and ready for food a few 
hours after the operation. 

Points which must be observed are: (1) the Trendelenburg 
tilt, and a laryngoscope and tube and oxygen should always 
be at hand ; (2) a small, sharp needle ; (3) scrupulous atten- 
tion to maintain a good airway all the way through; (4) 
turning the patient’s head whenever possible towards the 
floor, once he is on his side, so that any accumulated blood 
and mucus drain away freely (bleeding as a rule with 
this technique is minimal; and Mr. Mower uses a haemo- 
static guillotine) ; (5) the patient must be carried away on 
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the side with the head low, and be kept in the post-tonsil- 
lectomy position until round and awake, 

Twice in five years Mr. Mower and I demonstrated this 
method to the South-western Group of Anaesthetists. On 
each occasion the distinguished visitors were most impressed 
with the good behaviour of the children and the quietness, 
smoothness, and rapidity with which these cases could be 
dealt with by this method. As guillotine tonsillectomy and 
the anaesthesia for it seem to have become recently a topic 
of some interest, I felt impelled to send you this communica- 
tion as a matter of interest to you.—I am, etc., 

Gloucester. ARTHUR ToM. 


Sir,—I am just a little unhappy at the need to disagree 
with my northern colleagues, Mr. J. C. Campbell and Dr. 
D. Hunter Smith Vournal, June 18, p. 1451), and to support 
the views of my southern colleague, Mr. James Crooks 
(Journal, July 2, p. 58). Once this tonsil and adenoid 
business gets as far as surgery, then I think that the time 
factor is far more important than any kind of instrument, 
even in the most skilled hands—and I would say that a nice 
removal of adenoids may often still be classed as a procedure 
demanding a very high degree of skill. It would seem that 
Mr. Crooks is just about as leisurely over the operation in 
a child as I am, and I am in full agreement that the time 


we take is amply justified if results are to be the best. 


possible. With an experience which goes far enough back 
to be well aware of what can and cannot be done under 
ethyl chloride anaesthesia, I would still bold that the chief 
criticism of the method is the lack of time available. My 
last operation done under this ethyl chloride anaesthesia 
was carried out 25 years ago.—I am, etc., 

F. McGuckIN. 


Newcastle-upon-Tyne, 2. 


Sudden Operative Death Due to Tumour Embolism 


Sir,—I was interested in the case recorded by Dr. A. H. B. 
Masson and Dr. A. W. Branwood under the above heading 
(Journal, June 25, p. 1514). I was surprised that they had 
been able to find only two recorded similar cases. It seems 
probable that the fatal tumour embolism is by no means 
‘uncommon and that surgeons have not realized the paucity 
of recorded cases. Some 10 years ago an identical happen- 
ing occurred whilst I was mobilizing a large hypernephro- 
matous kidney, and necropsy confirmed the tumour pul- 
monary embclus. Furthermore, I have always felt that this 
happening was unkind to my anaesthetist at that time, Dr. F. 
Roper, as this was the only occasion in nearly 20 years as 
my anaesthet'st that he had a patient die under the anaes- 
thetic.—I am, etc., 


Sheffield, 10. H. BLacow YATES. 


Toxicity of Phenylbutazone 

Sir,—In his recent article (Journal, May 28, p. 1318) Dr. 
T. N. Fraser reported the death of a patient suffering from 
severe rheumatoid arthritis who had developed multiple 
toxic effects after treatment with phenylbutazone 
(“* butazolidin ”). On the basis of this one case, and from 
his experience generally, he concludes that phenylbutazone 
is a dangerous drug, that it should not be used in the treat- 
ment of rheumatoid arthritis, and that aspirin, given in 
maximum tolerated doses, is as effective and much less toxic. 
I feel that these remarks cannot go unchallenged. After a 
ten-day course on a slightly high dosage—600 mg. daily for 
a week (I find 300 mg. to 400. mg. sufficient in most cases}— 
the patient developed a moderately severe haematemesis and 
other evidences of phenylbutazone poisoning. Further ireat- 
ment with phenylbutazone (200 mg. daily) was resumed six 
weeks later, and continued for a period of three months. 
At the end of this time the patient reacted violently, and 
eventually died from bronchopneumonia and polyneuritis. 

I have used phenylbutazone extensively since 1952, and 
on only twe occasions, neither of them fatal, have toxic 
side-effects proved of sufficient severity to warrant stopping 
the treatment. I have recently analysed 170 cases of 
arthritis treated with phenylbutazone for a minimum period 
of 18 months. Apart from the two cases mentioned I have 
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Skin rash .. 9 10 et 
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Dry mouth H 1 
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Palpitations _ 1 ow 
Oedema .. 1 


never been unduly worried by toxic side-effects, 
encountered are listed in the following table. 
Out of 170 cases (76 of which were rheumatoids) only 
15 failed to respond satisfactorily to moderate doses, 
Approximately one-fifth of the cases did not benefit from 
oral treatment but later responded to intramuscular injec- 
tions. All my patients had taken aspirin and allied d 
in large quantities without any lasting benefit whatsoever 
before starting phenylbutazone therapy. I have never cx 
perienced any permanent relief of rheumatoid arthritis with 
large doses of aspirin. Furthermore, as the only reasonable 
alternative treatment for rheumatoid arthritis is cortisone 
which is still in short supply in this country, and which in 
my limited experience is not always as effective as phenyl- 
butazone, we have nothing else to offer our patients. Ip 
any case, aspirin in large doses sometimes precipitates 
haematemesis. I therefore conclude that phenylbutazone, 
when used with discretion, is a highly effective drug in the 
treatment of rheumatoid arthritis and should be used untit 
it has been proved either too toxic or ineffective. When 
this is so the patient should be treated with cortisone or a 
combination of cortisone and phenylbutazone.—I am, ete., 
Birmingham, 18. R. O. GILLHEspy, 


Sir,—I was very interested in the article on this subject 
by Dr. Thomas N. Fraser (Journal, May 28, p. 1318) and 
in his description of the case which had a fatal termination 
after prolonged and apparently unsupervised administration 
of. phenylbutazone. The possible complications, fatal and 
non-fatal, resulting from the taking of phenylbutazone are 
well recognized, and should by now be as familiar to the 
profession as: the unpleasant side-effects of aspirin. The 
fact that complications can and do arise from a certain 
drug may bring it into the “ dangerous ” category, but surely 
this does not mean that the drug should be discarded as 
Dr. Fraser suggests. Phenylbutazone is a most valuable 
drug, and hosts of co-operative patients under adequate and 
intelligent supervision are very grateful for the relief it has 


given them.—I am, etc., 
Manchester, 3. HENRY PosTON. 


Coma following Dental “ Gas” 

Sir,—Dr. Gordon M. Wyant (Journal, June 25, p. 1535) 
states that the use of supplements such as trichlorethylene 
makes it unnecessary to reduce the oxygen content of nitrous 
oxide mixtures below that of the atmosphere. I feel that 
we should be cautious in the use of supplements in out- 
patient anaesthesia. The essentials of a good out-patient 
anaesthetic are that it should be rapid in action, and that 
recovery should be speedy and without unpleasant side- 
effects. Supplements such as trichlorethylene are less 
rapidly excreted than nitrous oxide, and patients tend to be 
mildly “drunk” for appreciable periods after their use. It 
must be remembered that many patients have to go out into 
the streets unescorted within a short time of receiving anaes- 
thetics in the out-patient department, and an impaired re- 
action time may make them a menace to themselves and 
others. In addition, supplements tend to make patients 
more nauseated than nitrous oxide by itself. 

It is true, as Dr. J. G. Bourne says (Journal, May 14, 
p. 1223), that many anaesthetists and dental surgeons can 
remember isolated cases of prolonged recovery from nitrous 
oxide anaesthesia, but it is also true that the vast majority 
of fit adults recover rapidly and uneventfully from a “ gas.” 
Courville' reported cases of permanent cerebral damage 
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following nitrous oxide anaesthesia, but they were follow- 


ing anaesthetics in which pure nitrous oxide was used for 
jong periods in which attempts were made to secure deep 
anaesthesia and relaxation by techniques akin to “ secondary 
saturation.” I know of no record of similar permanent 
damage following short out-patient anaesthetics in which 
the oxygen concentration may be increased to 5% to 10% 
after a few breaths. Children are particularly susceptible 
to anoxia; this is well illustrated by the case of the child 
of 6 described by Dr. Bourne, and I believe that a supple- 
ment should invariably be used when anaesthetizing them ; 
the problem of prolonged after-effects does not arise, as they 
are invariably escorted. 

One cause of failure to regain consciousness after “ gas ” 
which I have observed occasionally is hysteria. After the 
withdrawal of the anaesthetic the patient, usually a young 
woman, rapidly regains her normal pink complexion but 
remains flaccid and apparently comatose. These patients 
are often very difficult to rouse ; the best solution is prob- 
ably to leave them to the ministrations of the nursing staff, 
who have their own methods, or to talk loudly about 
“giving an injection,” which statement often stimulates the 
patient to wake rapidly from her prolonged sleep, stretching 
her arms gracefully and yawning as she does so.—I am, etc., 


London, E.C.1. Tom B. BouLTON. 
REFERENCE 
1 Courville, C. B., Untoward Effects of Nitrous Oxide Anaesthesia, 1939. 
Pacific California. 


Paraplegia Following Use of “ Efocaine ” 

Sir.—I was very interested in the article on “ Paraplegia 
Following the Use of ‘Efocaine’” by Drs. Maurice J. 
Parsonage and Deryck Taverner and Mr. G. H. Wooler 
(Journal, May 28, p. 1322). It is significant that, although 
the drug was injected over a wide area (ribs 3, 4, 5, 6, 7, 8, 
and 9), the level of the lesion was that of the 7th dorsal 
segment—the same level as the resected rib. 

I raise the point, as the following occurred several years 
ago. A surgeon was performing his first Smethwick’s opera- 
tion. He asked me to give a high spinal, but readily agreed 
to general anaesthesia when the respiratory complications 
of the open chest were pointed out. The patient awoke 
with a paraplegia. Needless to say, had a high spinal been 
given, no further cause would have been sought. Under 
the circumstances a search of the literature produced an 
article, I cannot remember in which journal, describing this 
mishap and explaining the anatomical cause as, I remember, 
damage to branches from the intercostal arteries vasculariz- 
ing the substance of the cord at the corresponding level. 
Was the case described by Parsonage ef al. the result of this 
surgical mishap ?—1I am, etc., 

D. F. REEs. 


Dewsbury. 


Test for Blood in Urine 


Sin,—I was interested to read the article by Dr. E. J. 
Watson-Williams (Journal, June 25, p. 1511) describing a 
tablet test for haematuria. It may be of interest to describe 
a simple test which I have been using for two years. This 
was described to me by a laboratory technician with whom 
I have since lost touch. The reference he gave me is to 
Specht’—I believe this reference concerns only the chemistry 
of the reaction. 


The method is as follows: About } in. (1.3 cm.) of the 
reagent solution described below is put in a test-tube and 
shaken up with a small quantity of urine, emulsified faeces, or 
vomitus. An equal quantity of hydrogen peroxide 10 vol.% is 
then added, and in the presence of blood an intense blue fluores- 
cence is released which persists for several minutes. Obviously 
no test for blood can ever be of quantitative value, as the degree 
of dilution will depend on so many factors. Therefore there 
seems to be no point in keeping to any fixed quantities of the 
two reagents used. The reagent solution is composed as follows: 
ortho-amino-phthalic cyclic hydrazide (B.D.H.), 0.5 g.; Na,CO,, 
10 g.; NaOH 40%, 12.5 ml.; water, to 200 ml. This reagent 
should be stored in a dark bottle, where it is indefinitely stable. 


The test is simple and convenient. The two testing solu- 
tions are carried in small dropper bottles in my bag with 


a “ pyrex” tube from a “ clinitest ” set. Its most practical use 
is for testing faeces for occult blood, an extremely useful 
screening procedure before asking for a barium meal in 
doubtful cases. Even after a negative meal there are occa- 
sions when repeated tests for occult blood will indicate the 
need for. reinvestigation. While I have been able to find no 
reference to the sensitivity of this test as compared with 
others, I have found in practice that it gives results equiva- 
lent to the modified Gregersen test and weak positives are 
given with extremely high dilutions of haemoglobin. The 
only false positives occurred when the reagent bottle became 
contaminated. 

It would be extremely useful if more pathologists would 
apply themselves to the modification of standard tests for 
use in general practice. More attention could be paid to 
their simplicity, even at the expense of their accuracy—pro- 
vided it is understood that they are adapted specifically for 
this purpose and no other. Even now most medical students 
are taught to boil urine when testing for protein rather than 
the simpler and more sensitive test with salicylsulphonic 
acid. This illustrates how little thought is still given to 
most pathological techniques in their application to general 
practice. I find it difficult to believe that many doctors 
would risk splashing boiling urine over their patients’ gas 
stoves except in the presence of the most glaring indications. 
The result can only be that even such a simple investigation 
as this is frequently left undone.—I am, etc., 

London, W.11. J. ‘Lupor-Hart. 

REFERENCE 
1 Specht, W., Angew. Chem., *937, 56, + 5. 


New Treatment of Barbiturate Intoxication 


Sir,—I thought you might be interested to hear about 
another case of large-dose barbiturate poisoning treated 
with 8,8-methyl-ethyl-glutarimide (N.P. 13) and 2-4-diamino- 
5-phenylthiazole (“ daptazole ”). 

A male patient, aged 18, took between 150 and 180 gr. (9.8 and 
11.8 g.) of sodium amytal at about 10 p.m. He was found in 
bed at 5.15 the following morning. He was deeply comatosed 
and cyanosed. The pupils were dilated, with corneal, tendon, and 
plantar reflexes completely absent. The blood pressure was 
110/70, pulse 84, and respiration 26. Gastric lavage was per- 
formed, in spite of the interval, and the patient was catheterized. 
Conventional treatment was commenced, and towards midday the 
patient’s condition, indicated by blood pressure, respiration, and 
cyanosis, began to deteriorate. Through the courtesy of Dr. 
A. E. Alcock, of Nicholas Products Laboratories Ltd., we ob- 
tained a supply of N.P. 13 and daptazole, and commenced the 
combined treatment, as suggested by Professor F. H. Shaw, about 
19 hours after the barbiturates had been taken. The combined 
treatment was kept up for five hours altogether, although the 
knee jerk returned after 14 hours. At the end of the treatment, 
all tendon reflexes returned and the blood pressure was 130/90. 


I think that we may be allowed at least one conclusion 
from the above case. It is that a large dose of N.P. 13 and 
daptazole, in this case 3.5 g. and 0.9 g. respectively, can 
be given, without any untoward effects, as a barbiturate 
antagonist—I am, etc., 


Epsom, Surrey. J. BUCKMAN. 


Gonorrhoea Statistics 


Sir,—It has been well established in the past that men 
whose occupation involves much travelling or who are living 
in a strange community are more liable to contract venereal 
disease than those living a settled existence, that alcohol is 
a major contributory factor, and that the source of infec- 
tion is much more likely to be a promiscuous amateur than 
a prostitute. We believe that the British Co-operative Clini- 
cal Group’s inquiry will merely confirm these points and 
will throw no light upon the tendency for the incidence of 
gonorrhoea to remain stationary. 

For this reason we suggested (Journal, June 11, p. 1430) 
other lines of investigation which we felt were not only 
more important but offered more promise of success. Con- 
trary to Mr. A. J. King’s opinion (Journal, June 25, p. 1533), 
most of the problems enumerated by us are eminently 
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suitable for statistical investigation and come within the 
terms of reference of the British Co-operative Clinical Group.’ 

We are surprised that Mr. A. J. King should charge us 
with failing to support the Medical Society for the Study 
of Venereal Disease when as president of the Society he 
must be well aware that repeated representations have been 
made by members in this region for the Society meetings 
to be held at a time more suited to regular attendance by 


provincial venereologists.—We are, etc., 


G. H. KNIGHT. 
Birmingham, 4. W. Fow er. 
REFERENCE 


1 Brit. J. vener. Dis., 1952, 28, 101. 


Mistaken Capsules 


Sir,—I was reminded by Dr. R. E. Irvine’s letter (Journal, 
June 18, p. 1477) of a somewhat similar incident which 
happened when I was suffering from a chest infection when 
working in hospital. I started taking chlortetracycline the 
first night, but stayed in my own room. On being trans- 
ferred to the ward next morning I handed to the sister a 
small bottle of yellow capsules containing pentobarbitone 
sodium, without further comment. On being presented with 
two capsules at noon, I questioned the nurse, but was 
assured that they were chlortetracycline. When I recovered 
consciousness some eight hours later I realized the sister 
must have assumed the capsules I had given were chlor- 
tetracycline, whereas I realized myself, but had not men- 
tioned to her, that they were pentobarbitone sodium.—I 
am, ete., 

Halifax. P. WINTERSGILL. 


Half-minute” Thermometers 


Sir,—One would have thought that the question of “ half- 
minute ” thermometers, and whether they correctly measure 
body temperature in the time stated, would have been settled 
long ago. Yet correspondence on the subject for ever breaks 
out anew in the columns of your Journal, and Sir Henry 
Tidy’s letter (June 11, p. 1426) foreshadows a fresh eruption. 

As I pointed out in a letter (Journal, March 5, 1949, 
p. 413), the accuracy of a tested thermometer need not be 
seriously questioned. On a cold day it may take five 
minutes to record the body temperature, because the thermo- 
meter itself is cold before insertion and chills the tissues with 
which it lies in contact. . At the end of half a minute it 
can be relied upon to record the temperature of the chilled 
tissues. That this is not what one wants to know is not 
the fault of the maker. 

The difficulty can be easily circumvented by a simple 
maneeuvre which I teach all. my nurses and which I feel 
deserves to be more widely known. The bulb is placed 
under one side of the tongue for a quarter of a minute ; 
this raises the temperature of the bulb to within a few 
degrees of the body temperature. The bulb is then slipped 
round to the opposite side of the tongue without being 
removed from the mouth, and half a minute later the 
thermometer is read. There is no significant chilling effect 
on that side, as the bulb is already warmed to within a 
few degrees of its final temperature. Total time taken is 
three-quarters of a minute, and the result is the same as 
leaving it on one side only for five minutes.—I am, etc., 

London, $.E.22. BERNARD J. FREEDMAN. 


Physique of Children 


Sir,—The article by Dr. R. W. Parnell, Miss G. E. Peierls, 
Mrs. C. C. Standley, and Dr, Celia K. Westropp on “ Phy- 
sique and the Grammar School Entrance Examination ” 
(Journal, June 25, p. 1506) demonstrates useful correlations 
between physique and mental ability in grammar school 
entrants. I find, however, that the paragraph “ girls’ 
results ” contains certain apparent inconsistencies, and would 
welcome further information. 

To quote from the text, “. . . many lean girls (Lm) did 
well in the intelligence and English tests, but few did so 


in arithmetic and the practical ability test.” This sta 
does not agree with the figures given for Lm girls in Table 
III but rather appears to describe the performance Of the 
MI girls. This latter group comprised 62.5% above the 
mean in intelligence tests, 45.8% in arithmetic, 58.3% j 
English, and 35.3% in the Peel Test, 1954. Ml gine o 
the other hand, are described as performing “ well at ari 
metic and in practical ability, but poorly on English and 
intelligence.” This description is clearly inappropriate to 
the figures just quoted and also fails to agree with figures for 
the Lm girls—namely, 51.9%, 51.1%, 46.8%, and 41.8% 
above the mean for arithmetic, practical ability, English, 
and intelligence respectively. 

Under the heading “ Athletic Ability” it is stated 
while only rough conclusions may be drawn, “ there was a 
higher proportion of children (both boys and girls) cop. 
sidered to be good at games among place winners than 
among the remainder.” It would also be useful to know 
whether the total number of place winners contained g 
minority or a majority who were considered good at games, 


—I am, etc., 
Aycliffe, nr. Darlington. E. S. Lower. 


Labelling the Container 


Sir,—Dr, H. Ucko (Journal, June 4, p. 1392) and Mr. A. 
McKie Reid (Journal, June 25, p. 1534) have raised a matter 
of some importance. The convenience of labelling the con- 
tainer was demonstrated to me this morning, when about to 
prescribe a sulphonamide for a child. The boy's father had 
recently required chemotherapy, and a few surplus tablets 
were produced from the family medicine cupboard, labelled 
“ sulphadimidine.” There was thus economy and prompt 
treatment. 

Later in the morning I called at a pharmacist to order 
tablets for another case, and, according to my custom, after 
“sig.” wrote “N.P., 1 tablet three times a day.” The 
chemist informed me that I am the only doctor she knows 
of who requests the name of the drug to be written on 
the label. Every pharmacist knows that N.P. stands for 
“nomen proprium,” and this is quicker to write than “ Label 
with name of drug,” as has been suggested. Like Dr. McKie 
Reid, I, too, have previously put forward this suggestion.’ 
am, etc., 

Edinburgh. ALISTAIR G. CRUIKSHANK. 
REFERENCE 
1 Cruikshank, A. G., Practitioner, 1955, 174, 305. 


Cortigen for Snake-bite 


Sir,—I feel it is worth putting on record a note about 
the life-saving effect of suprarenal cortex hormone extract 
(* cortigen ”) which I have often used in treating 300 cases 
of snake-poisoning, mostly from the bites of Malayan pit 
vipers (Ancistrodon rhodostoma). The Malayan pit vipers, 
all venomous and with extremely long poison fangs, usually 
produced rapid swelling of the whole of the affected limb, 
followed subsequently by continuous bleeding from the 
bitten area, gums, nose, and ears. There is literally sweat- 
ing of blood from the skin. Haemoglobinuria and haemat- 
emesis develop 24 hours after the bite, when death usually 
takes place. : 

Sirice March, 1954, I have treated 300 cases of snake-bite, 
of which 52 serious cases were put on 48-72 hours of corti- 
gen given orally with the following dosage (using 25 mg. 
tablets) and frequency, in addition to the routine treat- 
ment (stated below): Under 2 years } tablet, 2 to 3 years 
} tablet, 4 to 6 years } tablet, 7 to 11 years 1 tablet, 12 to 14 
years 1} tablets, 16 to 18 years 2} tablets, adults (18-60 
years) 3 tablets. Above 60 years of age the dose was slightly 
diminished as age increased. During the first 24 hours 
cortigen was given by mouth four-hourly, the next 24 hours 
six-hourly, and the next 24 hours six-hourly, if necessary, if 
more than 50% of the swelling still persisted. While corti 
gen was being administered patients were put on mist. pot. 
cit. and salt-free diet. 
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The'52 cases on cortigen included 39 Malays, 8 Chinese, 
2 Indians, 2 Siamese, and 1 Javanese, the youngest being 
4 years (Siamese) and the oldest patient 79 years old 
(Malay). The ages of the patients were: 10 cases under 10 
ears; 9 cases 11-20 years ; 12 cases 21-30 years ; 8 cases 
3[-40 years ; 7 cases 41-50 years; 3 cases 51-60 years; 3 
cases 61-70 years. 
The routine treatment normally given—that is, tourniquet, 
garification, suction, antivenene, and A.T.S.—had proved 
irely ineffective in checking or reducing any extensive 
swelling already developed to an advanced stage of genera- 
lized mucosal bleeding ; this had killed 32 cases, mostly from 
the bites of the Malayan pit vipers from 1946 to March, 
1954, prior to the introduction of cortigen therapy for snake- 
isoning. It was observed that cortigen was extremely 
effective in aborting the stages of gross swelling and gener- 
alized mucosal bleeding which preceded death. None of 
the 52 serious cases treated under cortigen umbrella died or 
exhibited toxic effects. No case of snake-poisoning has 
died since the introduction of cortigen as an adjuvant for 
snake-poisoning—that is, for the last 14 months. As a result 
of my observations I have looked upon cortigen as an 
extremely useful life-saving drug in the treatment of cases 
of snake-poisoning primarily affecting the vascular system. 
am, etc., 


Perlis, Malaya. ABDUL WAHAB ARIFF. 


Activity of Piperazine 
Sin—In his paper (Journal, July 2, p. 20) Mr. O. D. 
Standen purports to provide “a means of observing any 
differences in efficiency of drugs (piperazine citrate, adipate, 
‘ and phosphate) that could be related to the varying character 
of the acid radical.” It is important, however, to empha- 
size that his findings that the three salts were equally 
efficient in vitro in inducing a state of narcosis in the worms 
have little relevance to the differences in behaviour in vivo 
of the three salts. Both citrate and phosphate, being soluble 
in the gastric contents, suffer much absorption before reach- 
ing the intestinal parasites. In consequence, as Standen 
himself has already reported,’ neurotoxic effects may follow 
the ingestion of the more soluble piperazine compounds, 
especially in adults. The sparingly soluble adipate, by con- 
trast, becomes coated with the more insoluble adipic acid 
in contact with the gastric contents and is therefore much 
less absorbed. As I have previously pointed out,’ this lower 
degree of absorption undoubtedly explains the complete 
freedom of the adipate from the neurotoxic effects of soluble 
piperazine compounds (see also Davies ef al.*). Piperazine 
phosphate, though little soluble in water, is readily soluble 
in dilute hydrochloric acid, and in the stomach therefore 
behaves like the citrate. - 
Apart from its influence on neurotoxicity in humans, the 
choice of acid radical also influences anthelmintic action. 
T. Lewis Dunn,* for example, following comparative clinical 
trials of the citrate and adipate, has reported on the greater 
effectiveness and versatility as an anthelmintic of the adipate. 
It is hoped that further similar clinical studies will be 
published shortly.—I am, etc., FRANK HARTLEY, 
REFERENCES 
, O. D., British Medical Journal, 1953, 2, 1272. 
Hartley, F., ibid., 1954, 1, 521. 
M. T., et al., J. Pharm. Pharmacol., 1954, 6, 707. 

*Dunn, T. L., Lancet, 1955, 1, 592. 


Idiopathic Pulmonary Haemosiderosis 

Sin—I was interested to read the article by Captain 
N. A. J. Hamer (Journal, April 23, p. 1008), particularly 
because a typical case of this condition, a boy of 10 years 
of age, has been under my care since October 11, 1950.’ 
We know that the outlook is generally bad in children and 
net much better in youths. For this reason it is very impor- 
tant that, independently of each other, in England Paterson,’ 
in Portugal de Castro Freire and Cordeiro,’ Cordeiro,* and 
in Hungary Steiner, 1952,’ have attempted not only to check 
the progress of the disease, but also to make it regress by 
means of splenectomy. 


Early diagnosis assumes a great importance. To confirm 
the diagnosis, lung puncture has been used in three cases 
of pulmonary haemosiderosis, but it involves a certain risk 
because of the nature of the disease. In the department of 
paediatrics at the Szabolcs utca Hospital we preferred 
exploratory thoracotomy with lung biopsy. The risk is 
slight, for Bernatz and Clagett’ have carried out explora- 
tory thoracotomy with lung excision in 47 cases without any 
untoward results. In our case the histological examination 
confirmed the diagnosis of pulmonary haemosiderosis. 

If one wished to outline the aetiology of essential pul- 
monary haemosiderosis—taking into account both the clini- 
cal picture and the result of the splenectomy—the following 
concept appears justifiable. The spleen plays an important 
role in the origin of the condition, considering that after its 
removal the number of grave attacks decreased or none at 
all have occurred. This, however, does not mean that the 
underlying factor is a simple hypersplenism in the old sense 
of the word; it seems probable that the disease is caused 
by some unknown sensitizing agent eliciting auto-antibody 
formation. In the case of essential pulmonary haemo- 
siderosis these antibodies occur in great quantity in the 
alveoli of the lungs. We believe that in essential pul- 
monary haemosiderosis the lung alveoli represent the shock 
tissue. If, on the impact of a fresh allergen, an allergic 
reaction takes place in the pulmonary tissue sensitized in 
the above way, then, in our opinion, this will manifest itself 
in capillary dilatation, stasis, and an increase of permeability. 
As a consequence, a protein-rich exudate leaves the vessels, 
and diapedesic haemorrhages occur. On the strength of this 
concept, essential pulmonary haemosiderosis is an allergic 
disease and the mechanism of its origin is closely related 
to those of acquired haemolytic anaemia and idiopathic 
thrombocytopenic purpura. This concept removes the essen- 
tial pulmonary haemosiderosis from the list of the infallibly 
lethal diseases and declares it curable.—I am, etc., 


Budapest, Hungary. BELA STEINER. 
REFERENCES 
! Steiner, B., Arch. Dis. Childh., 1954, 29, 391. 
2 Paterson, D., Proc. roy. Soc. Med., 1946, 39, 131. 
* Castro. Freire, L. de, and Cordeiro, M., Helv. paediat. Acta, 1948, 3, 255. 
* Cordeiro, M., ibid.. 1952, 7, 501. 
5 Bernatz, P., and Clagett, O. T., J. Amer. med. Ass., 1953, 152, 379. 


Sir,—The following obstetrical case is of interest. 

A native (Bantu) woman aged 36 years gave birth to a 
macerated male foetus at 1.30 p.m. on October 29, 1952. The 
foetal skin was dry, parchment-like, and very easily separated by 
light friction. The cranium had collapsed and was markedly 
compressed; only the sagittal suture retained its normal length 
and curve. Delivery of the second twin was delayed, and the 
patient was transferred from her home to hospital, where a normal 
male infant, about 28 weeks’ gestation, was delivered spontan- 
eously at 6 a.m. on October 30. The child, however, breathed 
and moved its limbs very feebly, and died at 7.15 am. The 
placenta had been destroyed before it could be examined by a 
medical practitioner. 

The mother first attended an antenatal clinic on August 8, 
1952, when the fundus of her uterus was palpable above the 
symphysis pubis on abdominal examination. Her last menstrual 
period was stated to have been in May. On October 3 the 
midwife noted that the foetal heart sounds were faint. On 
October 17 the same finding was recorded and the foetal position 
could not be determined; the mother complained that foetal 
movements were now feeble. Minor headache, lumbar pains, 
and flatulence were the patient’s only other complaints during 
this pregnancy. Physical examination and urinalysis were nega- 
tive, and the blood pressure was normal. : 

Further details from the case history are: This was the 
woman’s lith pregnancy. She had twins in 1948, one of 
whom is still alive ; the other died in infancy. In February, 
1950, she gave birth to another pair of live twins, both 
males. Thus, up to 1952, she had had 12 children, 5 of 
whom are still alive. Her Wassermann reactions on July 13, 
1949, and on August 14, 1952, were negative. It is remark- 
able that her first to eighth pregnancies were single, whereas 
the ninth, tenth, and eleventh were twin.—I am, etc., 


King William’s Town, B. J. KaPLan. 
Cape Province. 
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H. G. ADAMSON, M.D., F.R.C.P. 

We record with regret the death on July 6 at the age 
of 89 of Dr. H. G. Adamson, one of the most distin- 
guished dermatologists of the past generation, a group 
which included Whitfield, Sequeira, and MacLeod. 

Horatio George Adamson was born in London on 
November 28, 1865, and was educated at Church House 
Grammar School, Ealing, and at University College 
School in Gower Street from 1878 to 1883. In the 
latter year he entered St. Bartholomew's Hospital with 
a scholarship in science. He graduated with the M.B. 
of London in 1889, and proceeded to M.D. three years 
later. He elected 
M.R.C.P. in 1903 and 
F.R.C.P. in 1911. In 1889 
he became house-physician 


pital for Diseases of the 
Chest, and in the following 
year house-surgeon at the 
Paddington Green Chil- 
dren’s Hospital. From 
1891 to 1892 he was house- 
physician and house-sur- 
geon at the North-eastern 
Hospital for Children, and 
in 1893 he became physi- 
cian to out-patients (and 
later physician) to the 
North-eastern (now Queen’s) Hospital for Children. 
About that time he became particularly interested in the 
treatment of diseases of the skin, fer it was then he 
became assistant to J. J. Pringle in the skin department 
of the Middlesex Hospital, a post which he held till he 
left London in 1896. He had many stories to tell of that 
debonair and much-beloved physician. 

Adamson’s first publication was a translation of 
Leloir’s “ Dermatological Neuroses and their Treat- 
ment” in the British Journal of Dermatology in 1894. 
Three papers on ringworm fungi followed in 1895 and 
1896, one of them being read at the third International 
Congress of Dermatology in 1896. In that year he 
married and left London, giving up his post of physi- 
cian to the North-eastern Hospital for Children to settle 
down in general practice at Guildford. However, in 
1899 he became honorary assistant medical officer to 
the Royal Surrey County Hospital, Guildford, and in 
1901 medical officer to the Broom House School for 
Ringworm. In 1903 he became ill, and, after seven years 
in general practice, returned to London to specialize 
in dermatology, becoming in that year assistant to 
T. Colcott Fox in the skin department of the West- 
minster Hospital and also physician in charge of the 
skin department at the Paddington Green Children’s 
Hospital. He was assistant to Colcott Fox for two years, 
and, like all the pupils of that celebrated teacher, had 
the greatest affection for him and admiration for his 
remarkable powers of observation and diagnosis, powers 
which Adamson himself developed in a notable degree. 
He held his appointment at the Paddington Green Chil- 
dren’s Hospital for six years till 1909. In the previous 
year he had become radiologist for ringworm cases to 
the Metropolitan Asylums Board school at Sutton, and it 
was no doubt his experience here which stimulated him 


at the City of London Hos- © 


Mepr 

to devise a modification of Kienbéck’s method of apply. 
ing x rays for the epilation of the scalp ; an account f 
his modification, which is now used throughout The 
world, appeared in the Lancet in 1909. In 1908 also he 
became chief assistant to J. A. Ormerod in the skin 
department of St. Bartholomew’s Hospital, and in 1999 
was appointed to the post of physician for diseases of 
the skin to that hospital. Previously the skin depart. 
ment had been supervised by the junior assistant physi- 
cian or the junior assistant surgeon to the hospital, but 
now for the first time it became a full-fledged depart. 
ment with its own physician in charge. Adamson 
managed to obtain for his new department its own x-ray 
plant, an accomplishment for which he and his immedi- 
ate successor were always profoundly thankful when 
they compared notes with other dermatologists who hag 
to have the x-ray treatment of patients carried out jn 
radiological departments. Adamson remained in charge 
of the skin department at St. Bartholomew’s Hospital 
until early in 1928, when he resigned at the age of 62, 
though he might have continued until 65 had he wished 
to do so. 

In 1912 Adamson was Goulstonian Lecturer at the 
Royal College‘of Physicians of London, his subject being 
“Modern Views upon the Significance of Skin Erup- 
tions.” In 1922-3 he was president of the Section of 
Dermatology of the Royal Society of Medicine and in 
1924 president of the British Association of Dermato- 
logy and Syphilology. To the lasting regret of his pupils 
he never produced a textbook, but in 1907 he published 
an excellent little book, Skin Affections of Childhood, 
which is now, unfortunately, long out of print. In the 
1911 edition of Allbutt and Rolleston’s System of Medi- 
cine he was responsible for eight articles on dermato- 
logical subjects, and in the same year for the article on 
the x-ray treatment of skin diseases in Latham and 
English’s Dictionary of Treatment. In 1913 he wrote 
the chapter on diseases of the skin in Garrod, Batten, 
and Thursfield’s Diseases of Children. Apart from the 
publications already mentioned, Adamson wrote about 
70 other papers and articles on dermatological subjects 
between 1894 and 1949, his latest being on “ Pityriasis 
Versicolor with Subsequent Leukodermic Patches” in 
the October, 1949, issue of British Journal of Dermato- 
logy. His principal interests were in skin diseases in 
children, ringworm, and the other fungus infections, 
lupus vulgaris, staphylococcal and streptococcal infec- 
tions, and eczema. In the latter he always looked care- 
fully for an external cause and did not believe that 
substances of internal origin were often responsible, 
while he regarded stories of eczema being due to 
psychological trauma with complete scepticism, not to 
say scorn. He wrote a number of papers on the x-ray 
treatment of skin diseases, but felt that the use of x rays 
was a confession of weakness and that if and when we 
knew enough about the origins of skin diseases we ought 
to be able to cure them without x rays, but he thought 
that time very far away. 

His powers of observation were very acute and he 


- greatly enjoyed making a diagnosis between similar 


seeming eruptions, so that to his assistants he was 4 
wonderful teacher. He was an excellent draughtsman 
on the blackboard, and most of his pupils will recall 
his sketches of the acarus and the distribution of the 
rash in congenital syphilis as compared with napkin 
eruptions. Although such a brilliant dermatologist, he 
was red-green blind, and his charming water-colour 
sketches tended to be in various shades of grey. 
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When the British Medical Association held its Annual 
Meeting at Birmingham in 1911 he served as a vice- 
ident of the Section of Dermatology, and at the 
Nottingham meeting in 1926 he was president of the 
Section. He was a corresponding member of the 
dermatological societies of France, Denmark, and 
Hungary, and an honorary member of the American 
Dermatological Association and of the New York 
Dermatological Society. 

Apart from dermatology, Adamson’s principal interest 
was gardening, and he had a large garden for some years 
at his house at Selsey and later at Bourne End when he 
moved there. He was particularly fond of roses, and 
on his eightieth birthday in 1945 a sherry party was held 
in his honour at the house of the late Dr. Henry Corsi, 
one of his former assistants, and he was presented with 
a silver rose bowl subscribed for by 30 of his old house- 
surgeons and assistants, some from places as far away 
as Australia, South Africa, and East Africa. 

Adamson was a thin, quiet, shy man with a dry 
humour. He was not fond of the sound of his own 
voice at meetings, but whenever he did speak it was 
noticeable with what profound attention his remarks 
were received. He had the gift of inspiring great affec- 
tion in those who worked for him; they appreciated 
his kindness and venerated his powers of observation 
and diagnosis. He was always immaculately dressed 
and generally wore a bowler hat with a very flat brim. 
Dr. Adamson, who is survived by his widow, had one son 
who died in early adult life after a progressive nervous 
illness which began in his schooldays and which was 
a great grief and constant anxiety to his father and 


mother. 


Dr. A. H. CAMPBELL died suddenly from poliomyelitis at 
Singapore on May 13 at the age of 31. Alexander Hugh 
(Sandy) Campbell was born on March 23, 1924, the only 
son of Sir Alexander and Lady Campbell, of Dormans Park, 
Fast Grinstead. From Trinity College, Glenalmond, he 
entered Trinity College, Oxford, to read medicine, receiv- 
ing his clinical training at the Middlesex Hospital. He 
graduated B.M., B.Ch. in 1949, and then held the appoint- 
ments of house-surgeon and casualty officer at the Middle- 
sex, later becoming obstetrical and gynaecological house- 
surgeon at the Royal Devon and Exeter Hospital. He 
served in the Royal Air Force from 1950 to 1952 as a 
National Service medical officer, and on his release was 
engaged in general practice at Stony Stratford, Buckingham- 
shire, until the end of 1954, when he accepted an appoint- 
ment with the Shell Company of Singapore as medical 
officer in charge of the bunkering and storage installation 
at Puloe Bukom. There he was responsible for the medi- 
cal services to some 5,000 employees and their families, and 
by his cheerfulness very quickly endeared himself to the 
European, Malay, Chinese, and Indian population. He 
showed great promise as an organizer, was extremely 
energetic and keen on his work, and entered into the 
general life of the community. As a colleague he will be 
hard to replace. A good Rugby footballer, he was captain 
of the fifteens at Glenalmond, Oxford (during the war), the 
Middlesex Hospital, and, while overseas, of an R.A.F. side. 
He married in 1949 Miss Stella Woodiwiss, whom he met 
when a student at hospital. Our deepest sympathy goes out 
to her and to her two young children in their tragic loss. 
—R.H.S. 


The sudden death of Dr. J. D. Batr on May 22 in the 
garden of his home at Wickhambrook has deprived West 
Suffolk of a much-loved and respected practitioner. He 
came of a long line of doctors stretching back to Crom- 
wellian times who, until his generation, had practised at 


Witney, in Oxfordshire. John Dorrington Batt was born 
on April 18, 1888, and was educated at Rugby and ai 
Trinity College, Oxford, receiving his clinical training at 
St. Bartholomew’s Hospital. After qualifying M.R.C.S., 
L.R.C.P. in 1914 he served in France as a captain in the 
R.A.M.C. in the first world war, being awarded the Mili- 
tary Cross in 1917. After the war he ‘entered into partner- 
ship with Dr. R. H. Wilkin at Wickhambrook, near New- 
market, where he developed an extensive rural practice. 
He was a keen sportsman, played tennis and golf, hunted, 
and liked to watch racing. He will be deeply missed by his 
wide circle of patients and friends. He is survived by his 
widow, formerly Miss Olive Gelston, daughter of Dr. J. S. 
Gelston, and two sons, one of whom, Dr. B. J. Batt, is 
carrying on the practice. 


Dr. J. A. O’CALLAGHAN died at South Shields, Co. Durham, 
on June 19 at the age of 49. The eldest son of the late 
Dr. Timothy O'Callaghan, a general practitioner in South 
Shields from 1901 until his retirement in 1937, 
Jerome Alexander O’Callaghan was born on October 8, 
1905, and graduated M.B., B.S. at the University of Durham 
in 1927. After a period as house-physician at the Newcastle 
Babies’ Hospital he joined his father in practice in 1929. 
In the same year he was appointed an assistant surgeon to 
the Ingham Infirmary and proved himself a careful and con- 
scientious surgeon, doing most useful work, particularly in 
emergency surgery. His ambition to obtain a higher surgical 
qualification, for which he studied in Edinburgh, was not 
achieved owing to the ill-health of his father, which necessi- 
tated his own return to practice. From 1940 to 1944 he 
served in the Royal Navy at home and in the Far East in 
the hospital ship Ophir, attaining the rank of surgeon com- 
mander. On his return to practice he rapidly became one 
of the leaders of the profession in South Shields. He played 
an active part in the affairs of the British Medical Associa- 
tion first as honorary secretary and later as chairman of 
the South Shields Division in 1951-2—an office previously 
occupied by his father—and as a representative at several 
Annual Representative Meetings. After the introduction 
of the National Health Service in 1948 he was appointed 
chairman of the local medical committee and was a member 
of the local executive committee. A staunch Roman 
Catholic, he faced a long illness, realizing fully the inevitable 
end, with the greatest bravery, making a pilgrimage to 
Lourdes in the last month of his life. His colleagues and 
his many friends and devoted patients will wish to extend 
their sympathy to his widow, son, and four daughters. 


The sudden death of Dr. STANLEY BEER on June 21, while 
on holiday with his wife in Coonoor, deprives the Emery 
Hospital, Anand, of one of its oldest staff members. He 
leaves the example of a courageous triumph over disability 
and of a life devoted to the service of the sick. Going to 
India from England as a young Salvation Army officer over 
30 years ago, his early experience was in the village of 
Muktipur, near Bareja, where he maintained a dispensary 
for the sick and poor, living in a village house on a very 
small allowance. Later, on being appointed business 
manager at the Emery Hospital, he served with Dr. Arthur 
Swain until Dr. A. Bramwell Cook arrived in 1932. Though 
not young, Stanley Ernest Beer agreed to study medicine, 
and eventually qualified L.C.P.S. at Bombay, returning to 
Anand as a medical officer in 1939. Failing sight occasioned 
two serious operations at Moorfields Eye Hospital, London, 
in 1945, but they were unsuccessful, and he left hospital a 
blind.man. His heart was still in India, and he sought 
means of continuing his service at Anand Hospital. A 
special course for the diploma of member of the Chartered 
Society of Physiotherapists was arranged by the St. Dun- 
stan’s Institute for the Blind, and he returned to India in 
1950 as a physiotherapist, and took charge of the newly 
created Wadia physiotherapy department in the Emery 
Hospital. Dr. Beer’s dream was of a school for physio- 
therapy, and it fell to him in his blindness to create the 
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first of its kind in a mission hospital. This year saw the 
first successes in the course sponsored by the Christian 
Medical Association of India. He was a faithful Christian 
missionary, whose example becomes part of a hospital tradi- 
tion and whose work continues in the hands of his pupils. 
—T. H. 


Dr. G. H. H. Wayten, of Devizes, died in Frenchay 
Hospital, Bristol, on June 26 at the age of 73. By his death 
Wiltshire loses one whose family tradition of service dates 
back to the twelfth century, and includes a Lord Chief 
Justice, a Member of Parliament, historians, politicians, 
doctors, landowners, and producers of the finest West- 
country cloth, who all left outstanding records of public 
service. George Henry Hitchcock Waylen was born on 
May 17, 1882, the son of Dr. G. S. A. Waylen, and was 
educated at Clifton College and at King’s College, Cam- 
bridge, receiving his clinical training at St. Bartholomew’s 
Hospital. He qualified M.R.C.S., L.R.C.P. in 1908, taking 
the Cambridge degree of B.Chir. two years later and the 
D.P.H. in 1911. He obtained the M.B. in 1937. After 
qualification he held the appointment of house-physician at 
St. Bartholomew’s Hospital before joining his father in 
general practice at Devizes in 1912. On the staff of the 
Devizes Cottage Hospital until his retirement in 1943, he 
was a sound diagnostician, a careful operator in his earlier 
years, until a stiff right forefinger caused him to discontinue 
surgery, and an excellent anaesthetist. When he retired he 
was appointed honorary consulting physician in recognition 
of his services to the hospital. In his medical activities Dr. 
Waylen also held the posts of medical officer to St. James’s 
Hospital, then the Poor Law institution, and the isolation 
hospital, now the maternity hospital. He succeeded his 
father as medical officer of health to both the Devizes 
borough and rural district, and, between them, father and 
son held this appointment for 56 years. More at home, 
perhaps, in dealing with men, Dr. Waylen was attracted to 
the Territorial Army in 1912, and became medical officer 
to the 1/4 battalion of the Wiltshire Regiment (Duke of 
Edinburgh’s). With it he went to India in 1914, and on to 
Palestine and Egypt, winning the Military Cross. He retired 
from the Territorial Army in 1934, having been awarded the 
Territorial Decoration five years earlier, with the rank of 
lieutenant-colonel. 


B. O. H. writes: “ Dr. George,” as he was generally called, 
was the fourth in direct succession of Devizes medical men, 
and, as was the case with his predecessors, his services to 
his native town and district extended beyond his professional 
duties, He was Mayor in 1932, an office held by his father 
in 1897, his grandfather in 1849 and 1865, and his great- 
great-grandfather in 1774; he was a justice of the peace, 
and, for a time, chairman of the borough bench, and for 
three years people’s warden at St. John’s Church, resigning 
at the last parochial meeting for reasons of health. He was 
president of both the Devizes rugby club and the Devizes 
branch of the Boy Scouts’ Association, chairman of the 
Devizes almshouses committee, and was actively interested 
in many other organizations in the town and county, having 
been chairman of the Trowbridge Division of the British 
Medical Association in 1947-8. Although impatient and, 
indeed, explosive at times, a characteristic of the Waylen 
family, Dr. George never spared himself in the performance 
of his duty. He was a warm-hearted, generous, and under- 
standing man, loved by all his many friends, and by his 
patients for the care and consideration with which -he 
treated all their ailments and his sympathy with their 
troubles, domestic and financial ; he was, in short, an excel- 
lent example of the, unfortunately, fast-disappearing family 
doctor. It is given to few men to attain the whole-hearted 
affection and respect of all their fellow men, and to be- 
come themselves legends during their own lifetimes, but 
George Waylen deserved and achieved this, and the medical 
profession and the county are irreparably the poorer with 
his passing. He is survived by his widow, formerly Miss 
Elizabeth Anstie, a son, three daughters, and a grand- 


daughter. 


The death occurred on June 28 in King’s Coijlege Hospi 
at the age of 69, of Dr. C. E. H. MILNER. Born on Apr 
1886, Charles Edward Hamilton Milner was educated 4, 
Epsom College and at King’s College Hospital, qualif pe 
M.R.C.S., L.R.C.P. in 1911. He then held the appointmert 
of house-physician at King’s before entering general practins 
as an assistant to an old firm of practitioners at Reiga 
becoming full partner in 1914. He was the first of his 
colleagues to join up on the outbreak of the first world war 
in 1914, and served with distinction at the 4th London 
General Hospital, which was at King’s College Hospital, 
He then went overseas to Mesopotamia, where he TOse to 
the rank of major in the R.A.M.C. His organizing abilities 
were recognized by his appointment as registrar to a Jap 
general hospital at Basra. During the second world war he 
was in charge of the principal first-aid post at Redhill and 
Reigate. 


L.D. writes: Dr. Milner never claimed outstanding 
academic skill. He accumulated, however, a large generaj 
practice because of his great personal charm, his kindness, 
especially to the aged and to those in great trouble, and his 
detestation of cruelty and harshness. He had a keen per. 
ception of the heart of a personality, and he had a Teady 
wit and great sense of fun. A natural artist, he had a 
trained and beautiful voice which delighted all who heard 
him sing, from his student days onwards ; he was no mean 
water-colourist, and he wrote articles for Country Life and 
other journals under a nom de plume, usually on some topic 
connected with the natural wild life of the country, He 
had an extensive knowledge of birds and butterflies, ang 
was gifted with a gardener’s “ green fingers.” He was widely 
read and cultured in a fashion which is regrettably passing 
from the ordinary attainment of our profession. Those who 
worked with him for many years will miss him, and regret 
his progressively deteriorating health during his last few 
years which deprived him of the enjoyment of the simple 
pleasures, close at hand, he knew so well how to appreciate, 
Those who may possess more technical skill can well ponder 
on how much comfort his cheerful presence brought to 
many, for therein lies the key to good general practice. He 
would take endless trouble to relieve a family in distress, 
and many old folk in his home town weep at his passing, 
His colleagues extend their sympathy to his widow, who 
toiled so endlessly with and for him in all his undertakings, 
and to his daughter. 


The obituary of Dr. Janet S. DARLING was printed in the 
Journal of July 9 (p. 144). A.M.B. writes from Kingston, 
Ontario: The many Canadians who had the privilege of 
knowing Dr. Janet Darling during the past year will long 
remember her. She demonstrated exceptional professional 
ability, so that she was highly regarded by her colleagues 
and nursing staff alike. In a most natural, unassuming way 
she instilled confidence in her young patients and their 
parents. Above all we count ourselves fortunate in having 
known as a true friend a person with such a capacity to 
enjoy life, coupled with the ability to radiate this joy to 
others. 


Medico-Legal 


BABY’S DEATH FROM TONIC TABLETS 


An inquest was held on June 13, at Keighley, Yorkshire, 
on a 20-month-old baby who died after eating a quantity 
of tonic tablets. The baby’s mother, Mary Alice Richard- 
son, said that she left her baby son with a neighbour, 
Mrs. Doreen Taylor, from 1.30 to 3 p.m. on May 21. He 
appeared well until 5 p.m., when he became ill and later 
died. Mrs. Taylor said the box of tablets had been under a 
cushion on an armchair when the child was in her charge. 
When she found the box and some tablets on the floor she 
threw them in the fire “so that he should not get them.” 
The tablets had been obtained on May 20 on prescription, 
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and reference to the prescription and the chemist who made 
it up showed that they were Easton’s tablets B.P.C., each 

yivalent to 60 min. (3.6 ml.) of Easton’s syrup. The 
tablets looked like sweets, were sugar-coated, and nothing 
in the packaging indicated they were dangerous. Dr. A. S. 
Curry, of the Forensic Science Laboratory, Harrogate, said 
that deaths of this kind were not infrequent. The coroner, 
Mr. S. E. Brown, also stressed that there was nothing about 
the tablets to show that they could be harmful; an adult 
could take any number. A verdict of death from mis- 
adventure was recorded. 


FATAL ACCIDENT AFTER TAKING 
METHYLPENTYNOL 


A youth aged 18, Derek Alan Wiltshire, who with John 
Hogan, 20, took three or four “ oblivon ” (methylpentynol) 
capsules to give himself courage to break into a house, was 
tried at the Kent Assizes, Maidstone, on July 5. Wiltshire, 
an inexperienced driver, drove away after the burglary on 
a stolen motor-cycle and crashed, killing Hogan, who was 
riding pillion. Wiltshire pleaded guilty to driving while 
under the influence of a drug, and was remanded for a 
medical report. The judge, Mr. Justice Byrne, learning 
that oblivon could be bought without a prescription, said 
he hoped the Home Office authorities would consider it and 
put it on the dangerous drugs list. 


REPORTING OF ACCIDENTS IN HOSPITALS 


Accidents or other untoward occurrences which may give 
rise to complaints and legal proceedings are the subject of a 
circular (H.M.(55)66) sent to hospital authorities by the . 
Ministry of Health. It asks all hospitals to adopt the prac- 
tice of obtaining immediate statements, in the form provided, 
on any such occurrence. The arrangements set out in the 
circular have been agreed in consultation with the represen- 
tatives of the medical and dental professions and the defence 
societies, and they are designed to provide administrative and 
legal safeguards in the circumstances, often embarrassing, 
that are apt to surround such accidents. 


Medical Notes in Parliament 


Poliomyelitis Vaccines 


Mr. S. P. Viant (Willesden, West, Lab.) on July 7 asked 
the Minister of Health what proportion of the Mahoney 
strain of poliomyelitis virus was used in the manufacture of 
poliomyelitis vaccine in this country. Mr. IAIN MACLEOD 
said he understood that the vaccine so far manufactured 
in this country contained virus strains of each of the three 
known types in roughly equal proportions. The strain of 
Type I virus which had hitherto been used had been the 
Mahoney strain. None of this vaccine had been used here 
except for laboratory purposes. The Medical Research 


. Council had advised that no vaccine containing the Mahoney 


strain should be used in the immunization of children, and 
investigations were proceeding with a view to replacing the 
Mahoney strain. 

Mr. VIANT asked to what extent animals were being used 
in the intensive tests being made of the exact effects of anti- 
polio vaccine ; what condition resulted when the vaccine 
was dangerous or capable of communicating poliomyelitis ; 
and what condition resulted when the vaccine was said to be 
safe. Mr. MAcLeop told him that, while most of the tests 
for vaccine were carried out in test-tubes, it was necessary 
to test each batch for safety by inoculating monkeys. If 
the vaccine contained the living virus the monkeys might 
develop poliomyelitis. If the vaccine was safe the monkeys 
suffered no ill effects. 

Mr. VianT also asked what tissue the two firms manu- 
facturing anti-polio vaccine used as a basis for the prepara- 
tion. Mr. MacLeop said he understood that monkey kidney 
tissue was at present being used for this purpose. 


Dental Treatment for Expectant and Nursing Mothers 


Mr. R. K. VAUGHAN-MorGAN (Reigate, Con.) asked the 
Minister of Health on July 7 whether he was satisfied that 
local health authorities were making adequate arrangements 
for the dental treatment of expectant and nursing mothers 
and children under the age of 5 years; and if he would 
make a statement. Mr. MACLEOD stated that many local 
authorities had had difficulties in engaging enough .dental 
officers, and he could not yet be satisfied that the arrange- 
ments made were generally adequate. There had, however, 
been a gratifying improvement in the past few years in 
the number of sessions devoted to this work, the number of 
mothers and children treated, and the increasing emphasis 
generally on conservative treatment rather than extraction. 
He had recently issued to local health authorities a memo- 
randum on dental treatment and health education for 
mothers and young children, suggesting ways in which these 
services could be developed, and he was confident that 
authorities would wish to respond to this lead. 


Evidence on Homosexuality 


The Home SEcRETARY stated on July 7 that he could not 
say when the committee appointed to study problems of 
homosexuality and prostitution would be able to report. He 
understood that it was likely to be occupied for some time 
to come in hearing oral evidence. Mr. MONTGOMERY HYDE 
(Belfast, West, Ulster Unionist) recailed that it was a year 
since the committee was appointed. In view of the import- 
ance of the subject there should be some expedition about 
it. Major G. LLoyp-GrorGE agreed, but added that he 
thought too much expedition might be a bad thing. The 
committee did not start sitting till last September, and people 
were invited to bring forward all the evidence they had by 
June ; but one or two important witnesses had asked to be 
allowed a little more time, as their evidence was not ready. 


Number of Dentists 


Miss Pat Hornspy-SmitH, the Parliamentary Secretary, 
stated in answer to Mr. A. BLENKINSOP (Newcastle-upon- 
Tyne, East, Lab.) that about 9,600 dentists practised under 
the general dental service in England and Wales. This was 
some 8,000 short of the estimate made by the Teviot Com- 
mittee. The numbers of courses of conservative dental 
treatment had risen from 4,280,000 in 1950 to 5,240,000 in 
1953 and 5,900,000 in 1954 (53 weeks). 


Mental Hospital Beds—The number of beds available for use 
in mental hospitals at the end of 1951 was 119,502, and in 
mental deficiency hospitals 47.617. At the end of 1954 the 
numbers were 121,555 and 50,726. 

’ Home Confinements.—Of the 677,529 live births in 1951 the 
percentage of home confinements was 37.4. In 1953 the figures 
were 684,372 (35.9%) and in 1954 673,651 (36.4%). 

Orthodontic Treatment.—Circulars to local education and hos- 
pital authorities on guidance to enable the best use to be made 
of the limited number of orthodontists were issued on July 12. 


Universities and Colleges 


UNIVERSITY OF LONDON 


The following have been recognized as teachers of the University 
in the subjects indicated in parentheses: University College Hos- 
pital Medical School, Dr. Kenneth Soddy (Mental Diseases 
(Psychiatry) ), Dr. E. A. B. Pritchard (Medicine). Institute of 
Neurology, Dr. E. A. B. Pritchard (Neurology). University 
College, Dr. S. P. Datta (Biochemistry). 

The following scholarships at the Royal Free Hospital School 
of Medicine have been awarded for 1955-6: Mabel Sharman- 
Crawford Scholarship, Miss J. M. Richmond (Girls’ Grammar 
School, Grimsby); Bostock Scholarship for Women, Miss S. M. 
Atherton (Alice Ottley School, Worcester); MacIntyre Evans 
Scholarship for Women, Miss P. A. Gething (Royal Free Hospital 
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UNIVERSITIES AND COLLEGES 


MeDicat 


School of Medicine); Elizabeth Garrett Anderson Schoiarship for 
Women, Miss L. F. Courtier (Royal Free Hospital School of 
Medicine); Dr. Margaret Todd Scholarship for Women, Miss R. 
Khin Zaw (Royal Free Hospital School of Medicine). 


The following candidates at the London School cf Hygiene and 


Tropical Medicine have been approved at the examination for the ° 


Academic Postgraduate Certificate in Public Health: 
A. Bukhari, C. Cywinski, A. S. Hird, W. R. Rochester, Y. Sayegh, 


_ P. Sirivorasarn. 


_ The following candidates have been approved at the examina- 
tion indicated : 

Tuirp B. Anstall, ‘Alison M. Armstrong, ?Kathlieen M. 
Barber Bergel, *‘P. S. Boulter (awarded University Medal), 
‘Eileen Ag pasty. 1J. L. Dawson, *S. Feldman, *Verna P. Firth, *R. C. 


Pallett, *Hazel M. Price, °K. P. Robinson, *N. E. Rust, *Enid H. Shaw. 
#5R. A. Stroud. SAveril M. Walker, W. S. Agras, N. Ahmed, Ann K. 


Martine Y. K. Armstrong, D. L. Arnold, M. J. Atwill, “M. Aylett, R. D. 
Bailey, G. C. W. Baker, R. T. Barber, a ee M. Bartindale, B. J. 
Bartley, J. F. S. Batson, J. T. R. Bavin, G. Belasco, Esther A. Bence, 
. Berry, R. Rosemary H. Blakeney, 


° Blumenfeld, A. Boliston, J. P. 
Booth, P. J. Booth, G. T. . Bowes. 


4 
. Cartmel, Anne Chandler, J. A. Chappel, 

F. G. Clayton, B. J. Clayton Payne, 
. Cooper, M. D. Coulter, M. J. Cox, 
A. P. Croydon, G. A. B. 
Cunningham, I. I. Dainow, Jean G. M. Dalrymple, J. R. Dalton, J. E. 
Dann Charles-Jones, D. E. Dart, B. I. Davies, D. B. Davies, Gillian M. 
ies, Davison, J. T. Davy, I. M. 
Day, D. T. F. Deakin, Zaka-Ud Dean, 


B. H. Fookes, D. E. Ford, J. Frampion } BS Fryatt, R. Garton. D. M. 
George, M. C. Gie, D. J. Gooding, R. Grahame, B. ) om. Philippa F. 
Grant, A. J. Gray, R. G. Green, ne "A. Greig, D. G. C. Griffith, M. N. 
Griffith, Mary E. a Patricia Haig, Jennifer J. Holey, ‘Beryl M. L. Hall, 
R. C. Hamber, L. Hargrove, P. G. Harries, W. G. Harris, Elizabeth A. 
Harrison, D. F. Saaweioe M. F. Hawkins, Anne Heath, Rita Henryk Gutt, 
B. D. Hick, Rachel S. Li. Hood, P. S. Hover, Judith C. Howard, P. J. C. 
Howe, J. G. J. Howell, A. J. G. Howse, Elizabeth A. Hudson, F. M. 
Hull, G. 8. Humphreys, J. R. H. Humphreys, A. D. F. Hurdle, Rosalinde 
Hurley, Vera Irving, G. R. Isaac, Celia A. James, I. Janota, E. C. Jelly, 
Bridget A. Jepson, Caroline M. Jones, H. B. Jones, N. L. Jones, P. M. N. 
Jones, P. A. Jones, D. A. Kennard, Barbara H. Keriey, R. M. B. 


Lees, M. J. Lefford, E. Levers, H. J. Lewis, Rhona Lindup, H. M. 
Lipman, J. H. Lister, ”. M. Lioyd Jones, Patricia A. C. Locken, J. A. 
London, G. E. Lovatt, K. L. Lowings, F. I. Macadam, B. H. McCombe, 
P. B. McComish, R. I. Macfarlane, J. K. M. McKay, T. H. R. Macleod, 
G. Macpherson, E. Mallett, J. S. Malpas, L. J. Marshall, Barbara L. 
Marston, Annabel J. M. Mason, Dorothy M. Mayall, A. J. Membrey, 
I. S. I. Menzies, J. S. B. Meyer, Marion V. Miles, C. W. Millar, J. D. 
Miller, N. y Mills, Wendy L. Mitchener, B. K. Montgomery, J. C. 
Moorshead, J. A. Moss, A. I. Munro, D. M. G. Murphy, K. W. Murphy, 
G. R. J. M. Nerney, Judith A. Newmark, K. H. Nixon, F. J. 
O'Connell, G. Okungbowa, F. A. Orhewere, J. G. H. Owen, J. H. 
Padel, Dolly I. Pakshong, R. Palmer, J. G. Parkes, Muriel a ae 3S 
. E. Pearson, G. D. Pegrum, T. Y. ee, B. P. Perks, 
B. M. N. Pitt, Jane Platnmauer, Mary S. Plumbly, G. G. Poslock. R. 
Porteous, C. A. Poulter, R. B. Pridie, Jean M. Pritchard, M. J. Prophet, 
P. O, Pyle, J. S. Raban, Elisabeth J. Rashid, V. Ratner, Avril E. Reed, 
E. L. Rees, B. F. Reeves, Hilary Richards, H. Richardson, Margaret A. 
Riddell, B. Robertson, Jennifer M. Robertson, Margaret R. Robinson, 
Doreen Rothman, T. Rowan, G. H. Ryder, C. R. Salmon, D. E. Saunders, 
P. M. Scott, Ann P. Screech, Jane M. Semmens, I. A. Sewell, C. R. Sexton, 
G. E. Shackleton, Joanna Sheldon, D. A. E. Shephard, D. H. Short, 
H. R. Simons, P. J. G. Smart, B. S. Smith, B. J. Smits, J. T. Snow, 
M. Speight, J. D. Spink, Margaret E. Staley, P. P. Stallabrass, Gillian M. 
Stevens, J. S. Stewart, D. M. Stibbs, J. M. Straiton, T. E. A. Strivens, 
Kathleen M. Sumner, A. D. Surtees, Nora H. ——, D. N. G. Swan, M. 
Swann, Hilary K. C. Swash, D. M. Symes, G. W. Tapper, R. E. Taylor, 
J. L. Thirkettle, D. K. M. Thomas, J. P. 
Thomas, E. Thomas, A. E. Thompson, J. G. Thomson, P. Thoresby, 
M. H. ak Ailsa M. Thurgar, K. J. Tilling, T. J. Tiplady, M. B. 
Todd, P. J. Toghill, Christine H. Towner, Kathryn Tudor-Edwards, I. O. K. 
Udeozo, R. Unwin, C. E. Upton, P. S. Vassar, R. B. Vaughan, M. D. A. 
Vickers, D. A. Wadge, Molly E. Wakely, H. J. Warrick, M. V. Wells, 
J. E. A. Wickham, Marie P. Wigmore, K. Wilderspin, R. Williams. 
Shirley E. Willis, J. S. Withey, Margaret J. Witt, A. hs Wood. N. S. 
Wright, A. P. Wyatt, H. T. Wyatt, J. R. W. Wynne, R. T. Yip-Choy. 


Hsien-Chen Hsieh (London School of Hygiene and Tropical 
Medicine) has been approved at the examination for the Academic 
Postgraduate Certificate in Tropical Medicine and Hygiene. 


The following candidates at the Institute of Psychiatry have 
been approved at the examinations indicated: 


ACADEMIC POSTGRADUATE DIPLOMA PSYCHOLOGICAL MEDICINE.— 
R. W. A. C. Barton, R. H. Gosling, L. A. Hersov. The following have 
passed in Part I only: H. R. Alderton, A. A. Bartholomew, S. Benaim, 
A. J. Coppen, D. T. F. MacSorley, C. M. B. Pare, J. M. Pencheon. 

Distinguished in pathology and bacteriology. ?Distinguished in medicine. 
‘Distinguished in applied pharmacology and therapeutics. ‘Distinguished 
in surgery. ‘Distinguished in obstetrics -and gynaecology. 


INFECTIOUS DISEASES AND VITAL STATISTICS 
Summary for British Isles for week ending June 25 


(No. 25) and corresponding week 1954, 


Figures of Ser chews and L 
county. Figures of deaths and births are for ot 


apace denote, notifiable Of no return 
an tes ase not or 
The table is based on information supplied by the Regi a 
Bagend and Wales, Scotland, N. Ircland, and Eire, the Ministry of Healnn 
Local Government of N. freland, and the Department of Health of Bint 


in Countries ‘ 
Zz 3 Zz 
Diphtheria... 1 3 18 
Dysentery .. 862| 368} 1} 835] 130) 243 3 
Encephalitis, acute. . 0 6 0 
Enteric fever: 
Typhoid 1 a 4 
Paratyphoid 23 16 2 2 
Food-poisoning .. 278) 23 0; 210) 29 7 
Infective enteritis or 
diarrhoea under 
2 years .. ve 22 18} 1S} 15 
Measles * . | 20,515) $06] 181) 138] 333] 2,836; 81) 232] 299 
tion 28; 4 1 
Ophthalmia neona- 
torum.. 4 6 33, 3 8 
Pneumoniat 358 144 S| 286, 77 
acute: 
ytic ah 37 3 
Non-paralytic |. 5 16 }7 0 1 
Puerperal fevers ..| 233) 30, 6 1 270, 53) alt 
Scarlet fever $41] 63 40, 770, 48, 19) 2% 
Tuberculosis : 
Respiratory sm 746 137| 29 785 173 
Non-respiratory. . 8 3 155; 10, 22) 
Whooping-cough .. | 1,823 95| 117) 82 2,112) 195] 34 
1955 1954 
DEATHS : ; 
in’ Great Towns Zie 2 Zis 
5s 
Diphtheria... | 1 0 
Dysentery .. en 1 0} 0 0| 
Encephalitis, acute. . | | 0 
Enteric fever 0} 0 0 
Infeciive enteritis or 
diarrhoea under 
Influenza... 3} Of Of ft 2 0 
Measles .... 0 0 
o 
tion 1 1 
Pneumonia 165| 23) 1 s| 3] 124 18) 11) 
Poliomyelitis, acute | 2 4 0 
Scarlet fever 0 0 
9 | 10} 8 
irato 
Whooping-cough .. 0 2 0 60} 0 
Deaths 0-1 year .. 120) 16, 34 7 192} 19, 29| 4 20 
Deaths (excluding 
stillbirths) | 4,617} 591) 83) 174] 4,439) 557| 496] 96) 148 
LIVE BIRTHS .. | 7,654/1086| 953 208| 502 7,860|1235| 892| 244) 405 
STILLBIRTHS .. 183} 17| 24 | 218| 19) 26 


* Measles not notifiable in Scotland, whence returns are approximate. 
+ Includes primary and influenzal pneumonia. 
§ Includes puerperal pyrexia. 
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; Dorothy A. Bowman, T. A. Boxall, T. R. Boyde, Jean O. Boyton, Jean M. 
Bradley, D. Bradshaw, J. D. Brennan, Susan M. Broadbent, B. J. Brooks, 
; J. D. Broome, Margaret E. Broughton, G. C. Brown, W. A. R. Brown, 
N. L. Browse, Helen M. B. Buckell, R. A. Bugler, E. H. Burgess, D. V. 
Burke, R. A. Burke, Elizabeth A. Burns, M. F. D. Burton, Brenda J. 
Butcher, P. R. Butler, C. M. G. Buttery, P. H. Byles, D. A. O. Cairns, 
ae, P. Dening-Smitherman, E. R. Dingley, A. D. Dixon, Elaine C. Donoghue, 
: K. E. Doran, B. Dunn, Sheila M. Eades, D. G. A. Eadie, D. A. S. 
<i Eddie, P. C. E, Edgecombe, C. M. D. Edmonds, Elizabeth B. Edmonds, 
ne J. M. Elsby, J. G. Emery, J. P. S. England, Helen Erskine-Murray, C. A. S. 
> Evans, T. A. Evans, L. W. S. Eyears, Joan M. Felice, W. J. Fessel, 
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Infectious Diseases 


The chief features of the returns of the notifications of 

jpfectious diseases in England and Wales during the week 
ing June 25 were decreases of 1,317 for measles, from 

91,832 to 20,515, and 46 for scarlet fever, from 587 to 541, 

and increases of 157 for whooping-cough, from 1,666 to 
, and 25 for acute poliomyelitis, from 29 to 54, 

The largest falls in the incidence of measles were 239 in 
Yorkshire West Riding, from 1,410 to 1,171, 227 in Warwick- 
shire, from 693 to 466, 200 in Essex, from 1,134 to 934, 189 
jn Staffordshire, from 919 to 730, 164 in Surrey, from 880 to 
716, 137 in Sussex, from 814 to 677, and 121 in Lancashire, 
from 1,032 to 911, and the largest rises were 162 in Devon- 


- shire, from 549 to 711, and 150 in Glamorganshire, from 


1,193 to 1,343. The largest increases in the number of 
notifications of whooping-cough were 95 in Kent, from 63 to 
158, and 44 in London, from 51 to 95. The rise in Kent 
was due to an outbreak involving 84 persons in Faversham 
M.B. No large fluctuations were recorded in the trends of 
scarlet fever. 18 cases of diphtheria were notified, being 
§ more than in the preceding week. Diphtheria was mainly 


confined to four areas—Birmingham C.B. 5, Liverpool C.B. 


4, London 4, Taunton R.D. 3. 

The two main centres of paratyphoid fever were York- 
shire West Riding 12 (Sheffield C.B. 12) and Sussex 7 
(Brighton C.B. 2, Hove M.B. 2). 

54 cases of acute poliomyelitis were notified during the 
week, and these were 13 more for paralytic and 12 for non- 
paralytic cases than in the preceding week. The largest 
returns were Yorkshire West Riding 22 (Barnsley C.B. 7, 
Spenborough M.B. 3, Leeds C.B. 2, Rawmarsh U.D. 2, 
Worsborough U.D. 2), London 8 (Stepney 4), and Lanca- 
shire 6 (Liverpool C.B. 3, Manchester C.B. 2). 

The notifications of dysentery numbered 862, being 3 more 
than in the preceding week. The largest returns were 
Lancashire 300 (Liverpool C.B. 58, Blackpool C.B. 56, West- 
houghton U.D. 37, Manchester C.B. 20, Ulverston R.D. 
20, Blackburn C.B. 18, Swinton and Pendlebury M.B. 12, 
Salford C.B. 10), Yorkshire West Riding 91 (Huddersfield 
C.B. 39, Leeds C.B. 16, Sheffield C.B. 12), London 72 (Step- 
ney 11), Durham 48 (Stanley U.D. 12), Surrey 40 (Croydon 
C.B. 35), Warwickshire 37 (Birmingham C.B. 20, Coventry 
C.B. 15), Northumberland 29 (Seaton Valley U.D. 13), 
Glamorganshire 24 (Swansea C.B. 10, Rhondda M.B. 10), 
and Suffolk 20 (Blyth R.D. 16). 


Graphs of Infectious Diseases 


The graphs below show the uncorrected numbers of cases 
of certain diseases notified weekly in England and Wales. 
Highest and lowest figures reported in each week during 
the nine years 1946-54 are shown thus --- --- , the figures 
for 1955 thus Except for the curves showing notifi- 
cations in 1955, the graphs were prepared at the Department 
of Medical Statistics and Epidemiology, London School of 
Hygiene and Tropical Medicine. 
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The notifications of infectious diseases in England and 
Wales during the week included: scarlet fever 585, 
whooping-cough 1,833, diphtheria 6, measles 17,716, acute 
pneumonia 295, acute poliomyelitis 73, dysentery 807, para- 
typhoid fever 17, and typhoid fever 5. 


The Services 


Colonel A. A. G. Flemming, O.B.E., T.D., R.A.M.C., T.A., 
has been appointed Honorary Physician to the Queen in succes- 
sion to Colonel G. J. V. Crosby, C.B.E., T.D., who has been 
transferred to the T.A.R.O. 

A Supplement to the London Gazette has announced the 
following appointments and mentions in dispatches in recogni- 
tion of distinguished service in Malaya during the period July 1 
to December 31, 1954: 

C.B.E. (Military Division).—Colonel E. J. Curran, late 
R.A.M.C. 

M.B.E. (Military Division).—Majors A. J. Moss-Blundell and 
D. E. S. Steele, R.A.M.C. 

Mentioned in Dispatches.—Lieutenant-Colonel (Temporary) S. 
Mackenzie, O.B.E., and Captains N. C. Frame, P. Honan, M. 
Dulake, and G. G. Thomas, R.A.M.C. 
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MEDICAL NEWS 


MEDICAL JOURNAL 


Medical News 


Russia and W.H.O.— Mr, P. N. Kumykin, the U.S.S.R. 
Deputy Minister of Foreign Trade, announced at Geneva on 
July 8 that Russia would be returning to the World Health 
Organization. He was speaking before the Economic and 
Social Council of United Nations. Russia withdrew from 
active membership of W.H.O. in 1949, after expressing dis- 
satisfaction with the organization’s “ swollen administrative 


_ machinery ™ and its programme of work. At the time of 


writing there has been no official confirmation from Moscow 
of this announcement. 


Scottish Medical Journal.—The Royal Medico-Chirurgical 
Society “of Glasgow, the Edinburgh Medico-Chirurgical 
Society, and the Edinburgh Obstetrical Society have agreed 
to collaborate in the production of the Scottish Medical 
Journal. This journal will replace the Glasgow Medical 
Journal, which was founded in 1828 and is published on 
behalf of the Royal Medico-Chirurgical Society of Glas- 
gow, and the Edinburgh Medical Jouraal, founded in 1805 
and discontinued last December, which was subscribed to 
by the Edinburgh Medico-Chirurgical Society and the Edin- 
burgh Obstetrical Society. The new journal will be edited by 
Dr. ALEXANDER BROWN, senior lecturer in medicine in the 
Muirhead Department of Glasgow University, and will be 
produced in Glasgow by the present printers of the Glasgow 
Medical Journal. It will include both original papers and 
Teports of society meetings. 


British Association of Urological Surgeons.—The Ith 
annual meeting of the British Association of Urological Sur- 
geons, held in London from June 30 to July 2 under the 
presidency of Mr. TERENCE MILLIN, was attended by about 
155 members. There was a full scientific programme, the 
main discussion being on calcification and calculus formation 
in the upper urinary tract. The papers will be published 
in the British Journal of Urology. 

At the annual general meeting the following were elected 
officers and members of council for 1955-6: President, Mr. 
R. H. O. B. RosBinson; immediate past-president, Mr. TERENCE 
MILLIN; vice-president, Mr. ArtHuR Jacoss; hon. treasurer, 
Mr. J. G. YATES-BELL ; hon. secretary, Mr. Howarp G. HANLEY; 
hon. editorial secretary, Mr. Davip BAND; members of Council, 
Mr. A. W. Bapenocn, Mr. T. L. CHAPMAN, Mr. J. D. FerGusson, 
Mr. AsHTON MILLER, Mr. T. W. Mimpriss, Mr. E. W. RICHES, 
Mr. J. Cossie Ross, Mr. J. Swinney. 


Society of Analytical Psychology.—The chairman and 
members of the Society of Analytical Psychology were hosts 
at a large reception in London on July 8 in honour of the 
eightieth birthday of their president, Professor C. G. JUNG, 
which falls on the 26th of this month. Dr. LEoPpoLp Stein, 
chairman of the society, received the guests and later intro- 
duced the six speakers who had been chosen to give appre- 
ciations of Jung’s life and work. The speakers, reflecting 
in their interests the wide impact of Jung’s teaching, were 
Dr. GERHARD ADLER; Mrs. FRANCES WiIcKES, from the 
United States, herself an octogenarian and with memories 
of Jung’s early days-; Professor C. A. Mace and Professor 
ARNOLD TOYNBEE, the former professor of psychology at 
Birkbeck College and the latter research professor of inter- 
national history, London University ; Mr. J. B. PRIESTLEY : 
and lastly Dr. MicHAEL ForpHaM, co-editor of the Collected 
Works of C. G. Jung, who proposed the toast to Professor 
Jung’s health. 


Faculty of Radiologists.—At the annual general meeting 


of the Faculty on June 10 at the Royal College of Surgeons, 
Lincoln’s Inn Fields, the following officers were elected for 
1955-6: President, Dr. WHATELEY DAVIDSON ; vice-presi- 
dents, Dr. HuGH Davies and Dr. W. Roy Warp; hon. 
treasurer, Professor D. W. SmitHers ; hon. secretary, Dr. 
R. A. Kemp Harper ; hon. editor, Dr. T. LopGE. 


consultants attended the annual reunion dinner of Hono 
Consultants to the Royal Army Medical Corps held at Mili 
bank on July 7. The Director-General, Army Medical Ser. 
vices, Lieutenant-General Sir FREDERICK Harris, who ‘ 
in the chair, proposed the health of “ The Consultants,” and 
Mr RALPH MARNHAM replied. 


Philip Medal.—The first award of the Philip Medal, the 
highest honour the National Association for the Prevention 
of Tuberculosis can bestow, has been made to Dr, PV 
BENJAMIN, technical adviser on tuberculosis to the Govern, 
ment of India. The medal was presented to Dr. Benjamin 
the Duchess of Kent during the N.A.P.T. Fourth Common. 
wealth Health and Tuberculosis Conference in London last 
month. The silver gilt medal, in memory of Sir Robert 
Philip (1858-1939), professor of tuberculosis at Edinburgh, 
and for many years chairman of the N.A.P.T. council, js 
inscribed on its obverse: “ In recognition of outstanding work 
in the prevention and treatment of tuberculosis.” It will be 
awarded every two or three years to a doctor or layman 
in the British Commonwealth chosen for outstanding work 
in his own country and for the example that such work may 
give to other countries. 


Bristol University.—At the meeting of the council of 
Bristol University on July 1 new departments of radio- 
diagnosis and of radiotherapy were established. Dr. J, y. 
MippteMmiss, lecturer in radiodiagnosis, was appointed 
lecturer-in-charge of the former department, and Dr, R. C, 
Tupway, lecturer in radiotherapy, of the latter, both ap- 
pointments being from August 1. Mr. J. ANGELL JAMEs was 
named as head of the department of laryngology, rhinology, 
and otology in succession to Mr. Eric WATSON-WiILLiAMs, 
who retires on September 18. 


Sheffield University.—Dr. H. F. West, director of the 
Sheffield Centre for the Investigation and Treatment of 
Rheumatic Diseases, has been appointed to the Nuffield 
Research Fellowship on Rheumatic Diseases. Dr. V. R. 
Pickles, lecturer in physiology at King’s College, Newcastle- 
upon-Tyne, has been appointed senior lecturer in physiology. 


Ciba Awards for Research on Ageing.—The winners of 
the Ciba Foundation’s 1954—5 awards for research “ relevant 
to the problems of ageing” are S. M. FRIEDMAN (University 
of British Columbia), £400 ; E. M. Hartsook (Pennsylvania 
State University), £250; M. M. HorFMaN (McGill Univer- 
sity), £250 ; J. E. Lovetock (National Institute for Medical 
Research, London), £250; H. Soper (Cedars of Lebanon 
Hospital, Los Angeles), £250; W. Hopson (Sheffield Uni- 
versity), £100 ; and E. GeirINGER (Glasgow Hospital for Sick 
Children), £100. There were 51 entries from 17 different 
countries. The conditions for next year’s awards will be 
announced shortly. 


Register of Medical Auxiliaries.—The Board of Registra- 
tion has published the 1955 National Register of Medical 
Auxiliaries in six sections, as follows: Chiropodists, dispens- 
ing opticians, operating theatre technicians, orthoptists, 
speech therapists, and radiographers. Copies of all or any 
sections will be sent free to medical practitioners or to any 
body connected with the medical profession, on application 
to the Registrar, Board of Registration of Medical Auxi- 
liaries, B.M.A. House, Tavistock Square, London, W.C.1. 


Ernest and Minnie Dawson Cancer Trust.—Details of a 
competition for general practitioners in Lancashire and 
Yorkshire under the provisions of the Trust Deed of the 
Ernest and Minnie Dawson Cancer Trust are announced 
in our advertisement columns at page 48. Prizes of £1,500 
and £500 are offered in 1956 for the best theses on “ Cancer: 
Its Early Diagnosis, Causes, Prevention, and Treatment.” 


Dr. F. H. K. Green, principal medical officer on the head- 
quarters staff of the Medical Research Council, has 
been appointed scientific secretary to the trustees of the 
will of the late Sir Henry Wellcome (The Wellcome Trust). 
Dr. Green will take up his new appointment on October I. 
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Professor John Cruickshank, formerly professor 
of bacteriology at Aberdeen, had conferred on him the 
honorary LL.D. of Aberdeen University at the summer 
graduation ceremony on July 8. 


Scottish Medical Golfing Society.—The competition on 
June 23 for the Treasurer’s Thistle, presented to mark the 
society's coming of age, was held at Highgate Golf Course, 
being won by Dr. A. R. ANDERSON, with Dr. ALEXANDER 
Fintay. second. There are some vacancies in the society, and 
inquiries would be welcomed by the hon. secretary, Dr. IAN 
M. ANDERSON, 152, Harley Street, London, W.1. 


COMING EVENTS 


International Conference of Medical Librarians and Refer- 
ence Librarians.—A conference will be held on September 
10 at the University Hall, Brussels. Further details from 
Miss Cu. DE Looze, Librarian, c/o CEuvre Nationale Belge 
de Défense contre la Tuberculose, 56 rue de la Concorde, 


Brussels. 


11th International Congress of Dermatology will be 
held in Stockholm, July 31 to August 5, 1957. 


NEW ISSUES 


British Journal of Venereal Diseases.—The new issue (Vol. 31, 
No. 1) is now available. The contents include: 


NEISSER AND NEISSERIAN PRINCIPLES IN VENEREOLOGY. L. W. Harrison. 

CaRDIOVASCULAR SypHiLis. John F. O’Brien, Clarence A. Smith, and 
M. A. Fisherkeller, 

EVALUATION OF CARDIOLIPIN ANTIGEN IN ROUTINE WASSERMANN REACTIONS. 
Sidney Shaw. 

COMPARISON OF OXYTETRACYCLINE AND CHLORTETRACYCLINE IN THE TREAT- 
MENT OF NoN-GONOCOCCAL UrReTuHRiTis. R. R. Willcox. 

A Stupy OF NON-GONOCOCCAL URETHRITIS, PRESUMABLY VENEREAL IN ORIGIN, 
BASED UPON 588 INFECTIONS IN 529 PaTIENTS. Edward Gartman and 
Albert Leibovitz. 

UreTHRAL STRICTURE IN THE MALE. G. O. Mayne. 

ANTICOMPLEMENTARY REACTIONS IN SYPHILIS. F. Rappaport and G. J. 
Stark. : 

FurtHER STUDIES ON THE EFFECT OF SOME ANTI-COAGULANTS UPON SERO- 
DIAGNOSTIC TESTS FOR SypHitis. Roger D. Coleman, Milo D. 
Appelman, and Harrison M. Kurtz. 

ProstTiTUuTION. Eleanor French. 

EIGHTEENTH-CENTURY V.D. Pusiicity. Helen Macgregor. 

LocaL TREATMENT OF TRICHOMONAS VaGINITIS. R. D. Catterall and Mary 
Williamson. 


Issued quarterly; annual subscrjption £2 2s.; single copy 
12s. 6d.; obtainable from the Publishing Manager, B.M.A. House, 
Tavistock Square, London, W.C.1. 


Archives of Disease in Childhood.—The new issue (Vol. 30, 
No. 151) is now available. The contents include: 


Bitoop FORMATION IN INFANCY: Part IV. THE EARLY ANAEMIA OF 
Prematurity. Douglas Gairdner, John Marks, and Janet D. Roscoe. 

Tue SCHONLEIN-HENOCH SYNDROME (ANAPHYLACTOID PURPURA) COMPARED 
WITH CERTAIN FEATURES OF NEPHRITIS AND RHEUMATISM. Ian C. Lewis. 

Tae CLINICAL ASSESSMENT OF HAEMOLYTIC DISEASE OF THE NEWBORN. 
Karel Polacek. 

THe DENTAL CHANGES ASSOCIATED WITH KERNICTERUS. R. Forrester and 
John Miller. 

On a SEARCH FOR RHESUS ANTIBODIES IN VERY YOUNG FoeTUsEs. Bruce 
Chown. 

OssTRUCTIVE JAUNDICE IN HAEMOLYTIC DISEASE OF THE NEWBORN TREATED 
WITH MAGNESIUM SuLPHATE. N. V. O’ Donohoe. 

NUCLEAR AGENESIS: Méstus’ SYNDROME: THE CONGENITAL FaACiAL DIPLEGIA 
SynpromMe. Philip Rainsford Evans. . 

Tue EaRLY MANIFESTATIONS AND Course OF DIPLEGIA IN CHILDHOOD. 
T. T. S. Ingram. 

A CONTROLLED INVESTIGATION OF ARTANE IN CEREBRAL Patsy. John Lorber. 

Earty DIAGNOSIS AND EARLY THERAPY IN CONGENITAL CRETINISM. Y. 
Akerrén. 

Pre-NaTAL GROWTH OF MONGOLOID Derectives. Alwyn Smith and Thomas 
McKeown. 

TusercULOUS MENINGITIS IN TWO BROTHERS VACCINATED WITH B.C.G. 
R. McLaren Todd. 

Dors Meastes CAUSE HyPeRTENSION ? C. Choremis, Ch. Tsenghi, and C. 
Economou-Mavrou. 

RICKETS WITH ALKALINE PHOSPHATASE DEFICIENCY: AN OSTEOBLASTIC 
Dysptasia. Bernard Schlesinger, Joseph Luder, and Martin Bodian. 

EPIDERMOLYSIS BULLOSA IN THE Newsorn. Ian C, Lewis, Eluned M. 
Steven, and James W. Farquhar. 

1c CONSTRICTIVE PERICARDITIS COMBINED WITH HYPOPROTEINAEMIA. 

F. Kuipers. 

TRANSIENT DIABETES IN INFANCY. S. E. Keidan. 

British PAEDIATRIC ASSOCIATION. PROCEEDINGS OF THE TWENTY-SIXTH 
GENERAL MEETING. 


Issued six times a year; annual subscription £3 3s.; single 
copy 12s. 6d.; obtainable from the Publishing Manager, B.M.A. 
House, Tavistock Square, London, W.C.1. 


Abstracts of World Medicine.—The July issue (Vol. 18, No. 1), 
which is now available, contains abstracts of important papers 
drawn from medical and other scientific journals, published in 
some 20 different countries and in all five continents. The sub- 


MEDICAL JOURNAL 
jects covered range over the whole field of clinical medicine, and 
include pathology, bacteriology, pharmacology, and chemo- 
therapy; there are also sections dealing with medical genetics. 
public health, and industrial medicine, forensic. medicine and 
toxicology, anaesthetics, radiology, and the history of medicine. 

Issued monthly ; annual subscription £4 4s. ; single copy 
8s. 6d. ; a specimen will be sent free on request to the Publish- 
ing Manager, B.M.A. House, Tavistock Square, London, W.C.1. 


British Journal of Ophthalmology—The new issue (Vol. 39, 
No. 7) is now available. The contents include: 


DOMINANT MACULAR DystropHy. Arnold Sorsby and J. B. Davey. 

MODIFICATION OF THE AMPLITUDE OF THE HUMAN ELECTRO-OCULOGRAM BY 
AND Dark ApDapraTION. F. Francois, G. Verriest, and A De 

ouck, 

EXPERIMENTAL APPROACH TO THE PATHOGENESIS OF RETROLENTAL FIBRO- 
pLasia. III. CHANGES IN THE Eve INDUCED BY Exposure OF New- 
BORN Mice TO GENERAL Hypoxia. Lars J.. Gyllensten and Bo E. 
Hellstrém. 

Rarities Sarcoiwosis. M. Klein, R. J. Calvert, W. E. Joseph, 
and E. Smith. 

Optic Neuritis CAUSED BY ARSENICALS. TREATMENT WITH B.A.L. C. 
Oehninger, R. Rodriguez Barrios, and C. A. Gomez Haedo. 

Case Notes: Dictyoma. Ross G. S. Malone. . 
RECURRENT CHOROIDAL DETACHMENT. R. M. Mathers and A. R. Moodie. 
OSSIFICATION IN A CONJUNCTIVAL TumMouR. Louis Schrire. 


Issued monthly ; annual subscription £4 4s. ; single copy 8s. 6d. : 
obtainable from the Publishing Manager, B.M.A. House, Tavi- 
stock Square, London, W.C.1. 


SOCIETIES AND LECTURES 


A fee is charged or a ticket is required for attending lectures marked @. 
Application should be made first to the institution concerned. 


Tuesday, July 19 

RoyaL COLLEGE OF SURGEONS OF ENGLAND.—5S p.m., Moynihan Lecture by 
Dr. F. A. Coller (Michigan, U.S.A.); Indications for and Results of 
Splenectomy. 

SocieETy FOR THE STUDY OF ADDICTION.—At Medical Society of London. 
8 p.m., Presidential Address by Dr. W. R. Bett: Medical Societies and 
International Understanding, followed by International Symposium on 
— of Alcoholism and Drug Addiction in Different Parts of the 

orld. 


Thursday, July 21 
Royat Society OF Tropicat MEDICINE AND HyGiENe.—At Hospital for 
Tropical Diseases, 4, St. Pancras Way, N.W., 7.30 p.m., clinical meeting. 


Friday, July 22 : 
Society OF MepicaL OFFicers OF HEALTH (WELSH BRANCH).—At B:M.A. 
House, 195, Newport Road, Cardiff, 6.30 p.m., annual meeting. 


Saturday, July 23 

ASSOCIATION OF CLINICAL BIOCHEMISTS (SOUTHERN REGION).—At Centra! 
Laboratory, Milton Road, Portsmouth, 11. a.m., meeting. Scientific 
Papers. 


APPOINTMENTS 


East ANGLIAN REGIONAL Hospitat Boarp.—E. M. Cheffins, M.B., B.S., 
M.R.C.P.1., Consultant Physician Superintendent, Papworth Hospital ; 
J. M. Weston Wells, M.R.C.S., .L.R.C.P., D.M.R.D., Consultant Radiolo- 
gist, King’s Lyna and Wisbech Area; A. Gillie, M.B., Ch.B., Assistant 
Psychiatrist, Little Plumstead Mental Deficiency Group of Hospitals and 
Child Psychiatry Service ; W. M. Martin, M.B., B.Ch., Anaesthetic Registrar, 
Newmarket General Hospital ; J. Adam, M.B., Ch.B., D.M.R.D., Registrar 
in Radiology, Norfolk and Norwich Hospital; J. M. Pencheon, M.B., 
Ch.B., Registrar in Psychiatry, Hellesdon Hospital; M. E. N. Smith, 
L.M.S.S.A., Ear, Nose, and Throat Registrar, Norfolk and Norwich Hos- 
pital and Jenny Lind Hospital ; L. Capper, M.B., B.S., M.R.C.P., Assistant 
Chest Physician, Cambridge Area Chest Clinic ; M. V. Braimbridge, M.B., 
B.Chir., F.R.C.S., Surgical Registrar, East Suffolk and Ipswich Hospital. 

WatKINS, MELVILLE, M.R.C.S., L.R.C.P., D.P.H., Medical Officer of 
Health, Area Medical Officer, and Divisional School Medical Officer, Leyton. 


BIRTHS, MARRIAGES, AND DEATHS 
MARRIAGES 


Gordon—Lewis.—On July 11, 1955, in London, William Fleming Gordon, 
F.R.C.S., to Nesta Lewis, M.B.; B.Ch. 


DEATHS 


Adam.—On May 18, 1955, at Esher, Surrey, John Adam, M.B., Ch.B., 
D.M.R.D., formerly of Laurencekirk, Kincardineshire. 

Batt.—On May 22, 1955, John Dorrington Batt, M.C., M.R.C.S., L.R.C.P., 
of Wickhambrook, near Newmarket, Suffolk. 

Burner.—On May 23, 1955, at Woodfield, Ditchling, Sussex, Laurence 
Henry Burner, M.R.C.S., L.R.C.P., aged 72. 

Cole.—On May 25, 1955, Bernard Hedley Cole, M.B., B.Ch., of Beer Hill 
Cottage, Seaton, Devon, formerly of Stoneleigh, Surrey. 

Dalglish.—On May 24, 1955, John Williamson Dalglish, M.C., M.B., Ch.B., 
F.R.F.P.S., of Dalveen, . Dumfriesshire. 

Gurney.—On May 25, 1955, at Downside Hospital, Eastbourne, Sussex, 
Alexander Cecil Gurney, M.D., of 10, Ratton Road, Eastbourne, aged 87. 

—On May 23, 1955, at Hove, Sussex, Henrietta Kate Trevithick, 

M.D., late of Cairo, Egypt. 

Wallace.—On May 21, 1955, at St. Gall, Gerrard’s Cross, Bucks, James 
Wallace, M.D., formerly of Tain, Ross-shire, aged 86. 

Walton.—On May 13, 1955, at St. John’s Hospital, Lewisham, London, 
S.E., Louis Walton, M.B., Ch.B. 
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Any Questions ? 


We publish below a selection of those auestions and 
answers which seem of general interest. It is regretted 
that it is not possible to supply answers to all questions 
submitted. 


Sedation of an Excitable Child for a Long Car 
Journey 


Q.—My wife and 1 plan to take our little girl of 21 
months on a holiday which will involve a car journey of 
some 260 miles. She is a-very excitable child, so we pro- 
pose to travel by night, giving her a sedative beforehand. 
Could you suggest the most suitable sedative for this pur- 
pose and its dosage ? 


A.—lIn the circumstances, and for a child of the age 
described, chloral hydrate gr. 5 (0.32 g.) given at the start 
of the journey would be justifiable. Of equal if not greater 
importance is the necessity to keep the child warm in her 
sleeping-basket at the same time as keeping the car well 
ventilated. Routine procedures on the day before the night 
journey should not be modified. 


Anticoagulant Therapy in Superficial Thrombophlebitis 

Q.—What is the correct treatment of superficial thrombo- 
phlebitis? Are anticoagulants of value in prophylaxis or 
in preventing an extension ? 

A.—While the majority of cases of superficial thrombosis 
require no specific treatment there can be no doubt that 
anticoagulants are of value in certain cases. 

A patient with a localized patch of superficial thrombosis, 
occurring in the lower limb and not causing much discom- 
fort, is best treated by keeping the patient up and active. 
lt is generally advisable to bandage the limb firmly with 
crépe or two-way stretch, since firm support favours the 
venous return by assisting the normal “muscle pump” 
action. Activity and firm support, by augmenting the venous 
flow, may help to limit the possibility of spreading throm- 
bosis in the superficial and the deep veins. On this regime 
the majority of superficial thromboses will soon resolve, but 
an intelligent watch should be maintained for evidence of 
deep vein involvement. Anticoagulant treatment is certainly 
indicated if there is spreading superficial thrombosis or con- 
comitant deep vein involvement, provided there is no con- 
traindication to such therapy on account of some associated 
condition. 

While the prophylactic use of anticoagulants post-opera- 
tively or post-partum is certainly justifiable in some cases, 
there are a number of factors to be taken into consideration. 
Any operation which carries a serious risk of bleeding, 
such as prostatectomy, is not a safe occasion for prophy- 
lactic anticoagulant treatment in the first few days, and it is 
in just those days that the susceptible subject most needs 
treatment. If the potential dangers of anticoagulant treat- 
ment outweigh their possible advantages, then it is prudent 
to avoid such therapy. In most cases, even in susceptible 
subjects with.a history of previous thrombosis, it would be 
wiser to watch carefully for the earliest signs and only to 
give treatment if they appear. In a young post-partum patient 
with a history of previous thrombosis there may be stronger 
indication for therapy. The risks of uterine bleeding in 
such cases are, surprisingly, quite slight, and in any case 
bleeding is readily noticed and can be arrested by the use 
of protamine sulphate or vitamin K. 

In conclusion, no hard and fast rules can be made to 
cover every contingency. Had the questioner been referring 
to the problem of deep venous thrombosis a stronger case 
would have been made out for the use of anticoagulants, 
but unless the doctor has considerable experience of this 
form of treatment it is often safer to avoid them in cases 
of superficial thrombosis. The experienced therapist will 


certainly use anticoagulants more widely, and will inevitably 
treat a fairly large number of patients in whom the throm- 
bosis would have subsided without such treatment. 


Dog Bites 
Q.—What is the best way of treating small wounds caused 
by dog bites? Should antitetanus serum always be given? 
I amt not concerned with places where rabies is a risk. — 


A.—Most puncture wounds due to dog bites do not require 
excision ; they are usually best treated by cleansing the skin 
and applying a small sterile dressing. The very small pro- 
portion of cases in which sepsis occurs would not justify 
routine excision or enlarging of such wounds. Since dogs 
spend a good deal of time grubbing in the soil it is g 
wise precaution to give antitetanus serum to al! patients who 
sustain dog bites. There is no indication for prophylactic 
chemotherapy or antibiotic therapy in these cases, but 
inspection of the wounds after a few days may reveal 
incipient sepsis, which in a few cases may necessitate chemo- 
therapy or incision. 


Strangulation by the Cord 


Q.—A woman of 37 was delivered recently of a macerated 
foetus a week before term whose death was apparently due 
to strangulation by an exceptionally long umbilical cord. 
There is a history of asphyxia pallida at a previous labour, 
when again a very long cord was wrapped tightly round - 
the baby, which, however, survived. The woman wants to 
attempt a further pregnancy. Would premature induction 
of labour lessen the chances of a repetition of this complica- 
tion? 

A.—Encirclement of the foetus by the cord is common, 
but tightening of the loops enough to cause foetal death is 
rare. When the circulation in the umbilical vessels does 
become impeded it is usually only when the foetus descends 
during labour. Indeed, some authorities believe that the 
cord often gets round the neck of the foetus only during 
labour—that is, the foetus is born through a coil of cord 
which was previously lying loose in the lower segment. 
Fatal looping of the cord during pregnancy is quite excep- 
tional, and when it does occur it is usual to see deep grooves - 
in the macerated foetus at the sites of encirclement. These 
are not mentioned in this case, and it should not be too 
readily assumed that death of the one foetus and embarrass- 
ment of the other were due to cord entanglement. Other 
causes such as a minor degree of chronic hypertension, 
diabetes or pre-diabetic state, iso-immunization, etc. 
should be looked for. Even if no definite cause can be 
found there is no reason to believe that there is an increased 
risk of cord complication in a subsequent pregnancy in this 
woman. Nor would induction of premature labour decrease 
such a risk—although it might be indicated for some of the 
other possible causes of foetal death which may be operat- 
ing in this case. 

Excessive length of the umbilical cord is generally 
regarded as favouring entanglement, but at the same time it’ 
reduces the chance of a loop becoming tight enough to 
cause foetal asphyxia. The factors determining the length 
of the foetal cord are unknown, and both abnormal length 
and looping are at present regarded as chance occurrences. 


Tuberculous Peritonitis 


Q.—What is the present-day treatment and prognosis of 
tuberculous peritonitis ? 


A.—The present prognosis of tuberculous peritonitis is 
excellent. The great majority of cases clear up very satis- 
factorily under chemotherapy. The most important compli- 
cation, which occurs occasionally, is intestinal obstruction 
associated with adhesions. It is of course always important 
to determine that there is no tuberculous disease e!sewhere, 
and in this respect the possibility of pelvic tuberculosis in 
women should be remembered. If under the age of 30, the 
patient should be given streptomycin sulphate 1 g. daily ina 
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single intramuscular injection, together with isoniazid by the 
mouth 100 mg. twice a day. If over the age of 30 it is 

obably wise, owing to the small risk of giddiness from 
the streptomycin, to treat the patient with 1 g. streptomycin 
sulphate in a single intramuscular injection three times a 
week together with daily isoniazid in the dose already men- 
tioned arid sodium P.A.S. by the mouth in a dose of 5 g. 
twice daily. It is probably wise to continue the treatment 
as outlined for a minimum of six months, after which P.A.S. 
and isoniazid, in the doses already mentioned, should be 
continued for at least another three months or, in severe 
cases, another six months. The patient should initially be 
treated with bed-rest, but it is probably reasonable to get 
him on the move as soon as the sedimentation rate has 
reached normal. He should be able to return to work as 
soon as his general health appears good enough, although 
the chemotherapy should be continued for the period out- 
lined. P.A.S. and isoniazid, both being taken by the mouth, 
can readily be continued even although the patient is 


working. 


Colour of Muscle 


Q.—What accounts for some muscles being light in colour 
—for example, in chicken and fish—and others dark—for 
example, in man ? 

A.—The dark colour of certain muscles is due to the 
pigment myoglobin, closely related to the haemoglobin of 
the red blood corpuscles but with a somewhat higher affinity 
for oxygen. The oxygen combined with the myoglobin acts 
as a store for periods when the muscle’s oxygen requirement 
exceeds the amount being brought to it by the circulation 
—for example, during individual contractions in prolonged 
rhythmic activity when the oxygen requirement is momen- 
tarily raised and at the same time the circulation through 
the muscle may be reduced as a mechanical result of the 
contraction. Ever in a dark muscle the amount of oxygen 
stored by the myoglobin is enough for only a few seconds’ 
maximal contraction, but it is nevertheless important because 
it enables oxidative metabolism to continue uninterrupted 
and thus raises the amount of work the muscle can do in a 
given period of time. A muscle deprived of oxygen can 
contract powerfuliy, but in so doing it uses up its glycogen 
and other energy reserves much quicker than one to which 
oxygen is available. Dark muscles, with a high myoglobin 
content, are typically those which are continuously and 
powerfully active over long periods—for example, the heart 
—and the flight muscles of birds that are strong on the wing 
—for example, pigeons. Exercise has been found experi- 
mentally to raise the myoglobin concentration. 


Asthma in the Tropics 


Q.—A patient of mine who has had occasional though 
severe attacks of asthma wishes to take a job in Nigeria. 
I should be glad of your advice on the climate of Nigeria 
in relation to asthma and whether there would be an 
increased liability to attack. 


A.—The climate in Nigeria is unlikely adversely to affect 
the liability to attacks of asthma, but whether the patient 
would have more frequent attacks there than in this country 
depends on the cause of the condition. If it is the result of 
sensitivity to a locally prevalent protein it is possible that 
the change might benefit the patient, though aggravation is 
just as likely. Similar amelioration or aggravation might 
result if emotional-factors are playing a large aetiological 
part in the case. It is therefore impossible to forecast the 
results of the contemplated change. Difficulties might be 
experienced in removing a severely ill patient to hospital 
from parts of Nigeria. This should be borne in mind in 
relation to the possible development of severe attacks or 
status asthmaticus. 

Chronic bronchitis is in general aggravated by tropical 
residence. If, therefore, this complication is present the 
Patient should be advised against accepting the post. The 
probability of being invalided from the Tropics is 
greater in the case of an asthmatic than in a healthy 


person. From an employer's point of view, therefore, the 
appointment of such a person is often an unsatisfactory 
economic proposition. 


Damage to Inferior Dental Nerve after Fracture 
of Mandible 

Q.—A woman of 45 complains of severe continuous pain 
in the lower part of the face following a fracture of the 
mandible which occurred during the extraction of a lower 
molar tooth six months previously. The patient is now 
edentulous. Although the socket healed satisfactorily and 
the fracture united rapidly in good position, the pain has 
not abated. There is apparently anaesthesia of the lower 
third of the face on the affected side, but, as this extends 
across the midline for about two inches (5 cm.) and down 
the neck as far as the level of the thyroid cartilage, it is 
difficult to assess the significance of this. in addition there 
is exquisite tenderness of the lower gums and practically 
no active jaw movements, although the patient can be per- 
suaded to open the jaws to two fingerbreadths. My first 
reaction is that the patient is hoping to claim damages from 
the dentist, but before any such label is attached to her I 
should like to know whether or not cases of genuine post- 


_ fracture pain do occur, owing, for example, to a partial or 


complete lesion of the inferior dental nerve. 


A.—Anaesthesia of the lower anterior teeth and the skin 
overlying the chin on the side of the fracture is a not infre- 
quent occurrence following fracture of the mandible. In 
fractures without gross displacement the inferior dental 
nerve normally remains intact, but where gross displace- 
ment has occurred owing to the violence of the original 
injury the nerve may be torn across and anaesthesia results. 

The subsequent history depends largely on the amount of 
damage to the nerve, but in the normal course of events 
the anaesthesia is followed after some months by hyper- 
aesthesia, which may last for a month or two before normal 
sensation returns. Throughout the period of hyperaesthesia, 
patients often complain of tingling of the corner of the 
chin and lip on the affected side, and this is commented © 
on more by men than women owing to the discomfort 
caused when shaving. This hyperaesthesia is limited to the 
lower lip and chin anterior to the mental foramen and does 
not cross the midline to more than a fractional degree. 

It would not seem that the symptoms complained of by the 
patient, in which anaesthesia extends well across the mid- 
line and down the neck, can be related to any injury of the 
inferior dental nerve. 


Prolonged Administration of Calcium by Mouth 


Q.—Are any ill effects likely to follow the prolonged oral 
administration of calcium (as calcium carbonate) ? 


A.—Small quantities of calcium carbonate can be admin- 


istered over long periods without ill effects. Indeed, since 


1946 calcium carbonate has been added to flour in the pro- 
portion of 14 oz. to a 280-lb. sack, giving approximately 
an additional 40 mg. of calcium for each 4 oz. (113 g.) of 
bread eaten. Calcium carbonate is rarely administered alone 
over long periods for medicinal purposes on account of its 
constipating effect. It is, however, a common constituent 
of antacid powders and tablets. Comparatively little calcium 
is absorbed, and if the serum calcium rises significantly any 
excess is excreted in the urine and through the gut. There 


_is no evidence that prolonged oral administration of calcium 


salts gives rise to any ill effects. In general, however, it 
is better to use aluminium hydroxide or magnesium trisili- 
cate when a buffer for gastric acid is required. 


“ Spider-Bursts ” 

Q.—Can you please advise treatment for the tiny blue 
veins sometimes seen on the skin of the legs? Do these 
veins indicate the presence of deeper varicose veins? 

A.—Small veins on the skin of the legs are often a sign 
of incompetent larger channels which should be treated 
secundum artem. Most surgeons now deal with them by 
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stripping or ligation. In some patients, particularly if 
obese, it may be difficult to detect the incompetent varices 
without a careful examination. They are more easily 
detected with the patient standing up, and often palpation 
is more helpful than inspection. A pregnant patient is 
advised to wear crépe bandages and to elevate the legs as 
much as possible. She is re-examined two months after 
delivery and residual varices dealt with if necessary. 

‘ Should there be no larger varices and the patient not be 
pregnant, the small veins may sometimes be dealt with by 
injecting them. The smallest hypodermic needle (No. 18) 
is used and not more than 0.5 ml. of a froth of ethanol- 
amine oleate injected. The minute bubbles in the small- 
calibre vein ensure prolonged and effective contact with the 
walls of the venule. This is often a good way of dealing 
with so-called “ spider-bursts” of small veins. The treat- 
ment of these unsightly venules may be difficult, but happily 
the need for it is usually only cosmetic. 


Recording Results of Tests of Vision 


Q.—I1 am often asked to examine eyes for near and dis- 
tance. Unfortunately there appear to be various methods 
of recording the results. Please advise me which is the best 
for recording my findings. 

A.—The simplest and most generally used plan is to test 
the distant vision of each eye separately, at a distance of 
six metres. For the second eye tested a different set of 
letters should be used. Results are usually expressed in 
the form of a fraction, 6/60, 6/36, 6/24, 6/18, 6/12, 6/9, 
6/6, according to the size of the letters correctly read. For 
a near vision test the numbered Jaeger types are still widely 
used, but a new set of numbered “ N ” types set up in Times 
New Roman has recently been adopted by the Faculty 
of Ophthalmologists. 


Treatment of Post-herpetic Neuralgia 

Q.—It has recently been claimed that A.C.T.H. is useful in 
the treatment of post-herpetic neuralgia. What is your 
expert's opinion ? 

A.—I do not know of any very convincing evidence of the 
value of A.C.T.H. in relieving the pain of post-herpetic 
neuralgia. The condition is a difficult one to treat, but some 
patients are relieved by deep x-ray treatment to the affected 
posterior root ganglia: this treatment is usually most effec- 
tive when it is given soon after the original attack of herpes 
zoster. 


Cetrimide Solution for Storing Sterile Syringes 
O.—We are proposing to use a solution of 1% cetrimide 
with 0.2% sodium nitrite for storing our syringes and needles 
in the surgery. Will you please tell us how often we should 


change the solution in the tanks so as to maintain a high” 


degree of sterility ? : 

.—* Sterility” is an absolute term: there can be no 
degrees of it. Presumably it is intended to sterilize the 
syringes and needles by heat, and to store them in this 
solution in order to prevent bacterial contamination and 
rusting. It should be remembered that syringes so stored, 
unless very thoroughly washed with sterile distilled water 
before use, are unsuitable for some purposes. Cetrimide 
might react with drugs administered in them, or with con- 
stituents of blood should they be used for diagnostic vene- 
puncture. Dry-sterilized syringes in airtight containers are 
far preferable. 


The solution could deteriorate in two ways: (1) by dilu- - 


tion when syringes wet with water are placed in it; (2) 
by contamination with dust particles or otherwise, leading 
to the introduction of bacteria which the solution is in- 
capable of killing : these include the Clostridia and other 
spcrogenous organisms. On both these counts the frequency 
of renewal of the solution must obviously depend on the 
circumstances and frequency of use, and no hard-and-fast 
rules can be laid down. 


Hoffa’s Disease 


Q.—A ; patient of mine is stated to be suffering from 
Hoffa's disease. 1 should be grateful for information about 
the disease and its treatment. 


A.—Hoffa’s disease is a term usually taken to mean 
hypertrophy of the fibro-fatty bursal tissue which lies be- 
neath the ligamentum patellae, between this tendon and the 
front of the upper end of the tibia, outside the synovial 
cavity of the knee-joint. The pathology of the’ condition 
is not understood. It is probably similar to the uncom- 
fortable fibro-fatty proliferation which occurs fairly often 
in middle life behind the knee, though in Hoffa's disease 
the proliferation occurs in younger people anteriorly, and 
often after rather mild injuries. Patients who seek advice 
about Hoffa’s disease are usually of an introspective frame 
of mind. 

The symptoms usually subside in time. Treatment should 
therefore be palliative : crépe bandaging, local applications, 
or local electrotherapy may console the patient until time 
cures him. If symptoms persist and are sufficiently severe, 
the offending fat pad can be removed. 


NOTES. AND COMMENTS 


Chrome Ulceration.—Dr. Peter Borrie (London) writes: With 
reference to the answer to the question concerning the treatment 
of chrome ulceration (“‘ Any Questions ? ” June 11, p. 1437) it is 
worth noting that most encouraging results have been obtained 
by treating these lesions with locally applied chelating agents.’ 
Calcium disodium versenate 10% in a base of hydrous wool fat, 
applied daily under bandages, causes the dirty base and surround- 
ing necrotic tissue to fuse into a mass which can be removed 
by forceps in 24 to 48 hours. Thereafter the ulcer is completely 
painless and heals rapidly with simple routine treatment. 


REFERENCE 
1 Maloof, C. C., Arch. industr. Hith, 1955, 11, 123. 


Chlorine Gas Poisoning.—The Association of British Chemical 
Manufacturers, mentioned in the reply to a question on the treat- 
ment of chlorine gas poisoning (‘‘ Any Questions?” June 25, 
p. 1545), has changed its address and is now at Cecil Chambers, 
86, Strand, London, W.C.2. 


Corrections.—The third sentence in the third paragraph of 
Dr. Sheila M. Anderson’s article on “ Controlled Hypotension 
with Arfonad in Paediatric Surgery ” (July 9, p. 103) should have 
read as follows: “ Kilduff includes three children under 10 in his 
series of 50 cases.” 

At the meeting of the Section of Anaesthesia (July 9, p. 128) Dr. 
R. W. Cope said that in babies intravenous or subcutaneous 
fluids should be limited to 10 ml. per Ib. of body-weight, not 
per stone as we reported. 


Books of “ Any ?”—The second and third volumes 
of “Any Questions?” are available, price 7s. 6d. (postage 
6d.), from the Publishing Manager, B.M.A. House, Tavistock 
Square, London, W.C.1, or through any bookseller. Each con- 
tains some 200 selected expert answers, and the third volume a 
cumulative index to the three published books. 
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